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in the school-age child... 


when learning behavior problems 
lags behind and disturb 


intelligence the family 















Caner100 


Tablets containing 100 mg. deanol as the acetamidobenzoate 


e Improves alertness and lengthens 
attention span 


e Facilitates learning and improves 
scholastic performance 


e Improves social adaptability and 
makes for better integration 


e Decreases irritability and 
restlessness, improves family 
relationships 


Does not interfere with other 
indicated therapy 


Availabllity 


Scored pink tablets in bottles of 50. 
Write for descriptive literature 
and bibliography 


Northridge, California 














who had . 
morning sickness 
yesterday 


today, thanks to 


MORNIDINE 


... She was able to rise with a glow, cook the family breakfast, 


Mornidine (brand of pipamazine) is the distinc- 
tive Searle Research contribution which, by its 


s 


C 


t 


ti 


e 


T 


eat a hearty meal and start the day smiling and serene. 


Doses of 5 mg. taken at intervals of six to eight 
hours provide effective relief. Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(1 cc.) to patients who are unable to retain oral 
medication initially. 

In studies of 145 pregnant patients, 91 per cent G. D. Ss EARLE « Co. 


«perienced “excellent” or “good” relief from CHICAGO 80, ILLINOIS 
usea and vomiting. Research in the Service of Medicine 


selective action on the vomiting center, specifi- 
sally controls morning sickness without unwanted 
inquilizing action. 
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CONSISTENT 
RESPONSE 
IN VAGII 
INFECTIC 


¥% 
eq 4 ay a%ee 29, 
antibacterial, antimonilial, antitrichomonal effects—optimal dispersion, prolonged retention 





85% success:'? Triburon Chloride—the clinically proven microbicide— provides rapid 
symptomatic relief as well as control of trichomonal, monilial and non-specific vaginitis 
In one study,’ discharge, itching and burning disappeared in 67 of 73 women after only 3 
or 4 applications; after two weeks, cultures were negative in 61 patients. Similar results 





were noted in another series of 55 women.2 


now available in two forms 


New TRIB VAGINAL SUPPOSITORIES provide the efficacy of Triburon Chloride ina 
water-soluble, self-emulsifying base that enhances dispersion and prolongs therapeutic 
effects, even in the presence of profuse discharge. TRIB VAGINAL SUPPOSITORIES 
are provided with reusable plastic applicators. 





Proven TRIB VAGINAL CREAM—white, nonstaining, virtually non-irritating to the vaginal 
mucosa, with no hint of medicinal odor. Disposable applicators are supplied with the cream. 


Indications: TRIB VAGINAL SUPPOSITORIES and TRIB VAGINAL CREAM for 
vulvitis and vaginitis due to Trichomonas vaginalis, Candida albicans, Hemophilus 
vaginalis as well as mixed Infections; after cauterization, conization and irradiation, 








for surgical and postpartum treatment. Therapy may be continued during pregnancy é gite 
and menstruation. 3 é. 
Supplied: TRIB VAGINAL SUPPOSITORIES—Boxes of 24, with reusable applicator. ts 





Se oie 
Vaginal Cream & Suppositories 


ROCHE References: 1. N.Mulla and J.J.McDonough, Ann.New —s FORMERLY TRIBURON VAGINAL CREAM 
LABORATORIES York Acad. Sc., 82: (Art. 1), 182, 1959. 2. L. E. Savel, decisive microbicidal therapy in a delica‘2 matter 


TRIB VAGINAL CREAM —3-ounce tubes with 18 disposable applicators. Consult 
literature for dosage requirements, available on request, before prescribing. 
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‘Division of Hoffmann-LaRoche me. D.B. Gershenfeld, J. Finkel and P. Drucker, Ibid., p. 186, 
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...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures her the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The 
choice between Delfen and Preceptin is one of individual esthetic preference. 


Lelfen  Preceptin 


vaginal cream vaginal ae 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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Information for Contributors 


Contributions—The JouRNAL oF THE AMERICAN MepicaL WoMEN’s AssocIATION extends an invitation to the 
profession for original scientific articles, research, case reports, and review of medical literature; for articles of 
historical interest—especially those dealing with the status of women physicians; for biographies of women in 
medicine; and for any other material on subjects of special concern to women physicians. All manuscripts for 
publication, letters, and all communications relating to the editorial management of the JouRNAL OF THE AMERICAN 
MepicaL WoMEN’s AssociaTION should be sent to the Editor at 1790 Broadway, New York City 19. 


Articles are accepted for publication with the understanding that they are original contributions never previ- 
ously published and are contributed solely to the JouRNAL OF THE AMERICAN MepicaL WoMEN’s AssociATION. All 
manuscripts are subject to editorial modification and upon acceptance become the property of the JouRNAL OF 
THE AMERICAN MepicaL WoMEN’s AssociaTIon. Material published in the JourNnaL is copyrighted and may not 
be reproduced without permission of the Editor. Neither the editors nor the publishers nor the American Med- 
ical Women’s Association will accept responsibility for the statements made or opinions expressed by any con- 
tributor in any article or feature published in its columns. 


Manuscripts—Manuscripts must be typewritten on one side of the paper only with double spacing and wide 
margins. The original and one carbon copy should be submitted; a second carbon copy should be retained by the 


author. The author’s full name, academic or professional titles and affiliations, and complete address must accom- 
pany manuscript. ‘ 


Illustrations and Tables—I\lustrations must be in the form of glossy prints or drawings in black ink. On the 
back of each illustration the figure number, author’s name, and indication of the top of the picture must be 
given. Legends for illustrations should be typewritten in a single list, with numbers corresponding to those on 
photographs and drawings. The JouRNAL oF THE AMERICAN MepicaL WoMeEN’s ASSOCIATION encourages the use 
of illustrations and will supply a reasonable number free of cost; special arrangements must be made with the 
Editor for excess illustrations or colored plates. The Editor is not responsible for the safe return of manuscripts 
and illustrations. All material supplied for illustrations, if not original, should be accompanied by references to 
the source and permission for reproduction from the owner of the copyright. Recognizable photographs of 
patients should carry with them written permission for publication. 


Each table should be typewritten on a separate sheet, numbered consecutively, and have a title. 


Quoiations—Written permission must be secured from the author and publisher for quotation of more than 
500 words from one publication. Acknowledgement should be made on the page on which the quotation begins. 
For quotes of 100 to 500 words, the source should be given in the list of references. 


References—References should appear at the end of the manuscript and not in footnotes. They should conform 
to the style of the Index Medicus. This requires, in the order given, Name of Author, title of article, and 
name «f periodical, with volume, inclusive pages, month (and day of month if the journal appears weekly), 
and year. References should be numbered consecutively throughout the paper, listed in order by number 
from the text, and are not to exceed 20 except in special cases. 
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Forhistal Syrup 
mA Fd 
Next time you treat a youngster for allergy or itch, try 
Forhistal. Jacques and Fuchs* reported good to excellent 
results with Forhistal in 84 per cent of the children in their 
study. Forhistal Syrup has these special advantages: It is 
slightly sweet, but without distinct flavor, and has no local 
anesthetic effect. Children—even those with finicky tastes 
—accept it readily. 
SUPPLIED: Syrup (pink), containing 1 mg. Forhistal 
maleate per 5-ml. teaspoon. Pediatric Oral Drops (pink), 
containing 0.5 mg. Forhistal maleate per 0.6 ml. Tablets, 
1 mg. (pale orange, scored). Lontabs, 2.5 mg. (orange). 





















For complete information about Forhistal (including dos- 
age, cautions, and side effects), see current Physicians’ 
Desk Reference or write CIBA, Summit, N.J. 

*Jaeques, A. A., and Fuchs, V. H.: J. Louisiana M. Soe. 113:110 
(March) 1961. 


FORHISTAL® maleate (dimethpyrindene maleate CIBA) \ i 
LONTABS® (long-acting tablets CIBA) 2/2957™K 
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ny doctor recommends Massengill Powder! 





Patients like Massengill Powder. Its clean, refreshing fragrance 


and convenience are acceptable to the most fastidious. 





Massengill Powder offers other sound advantages. Massengill 
Powder is buffered to maintain a pH of 3 to 4.5 for 4 to 6 hours 
in ambulant patients ...24 hours in recumbent patients. Vinegar 


douches are quickly neutralized. 





Massengill Powder has a low surface tension (50 dynes/cm.; 
vinegar is 72 dynes/cm.). This lower surface tension means 
more effective penetration and cleansing of the folds of the 


vaginal mucosa. 


Massengill Powder is a valuable adjunct in treatment of vaginal 
infections. Its low pH inhibits proliferation of fungal, proto- 
zoan and bacterial pathogens but is favorable to the beneficial 
Déderlein bacilli. 


Patient cooperation is assured when Massengill Powder is 











recommended. Write for samples and literature. 





Formula: Ammonium Alum, Boric Acid, Phenol, Eucalyp- 
tol, Berberine Salt, Menthol Isomers, Thymol and Methyl 
Salicylate. 


\SSENGILE POWDER 


THE s.c. MIASSENGILL COMPANY 





Bristol, Tennessee *« New York « Kansas City « San Francisco 
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in acute, uncomplicated 
urinary tract injections... 
elective low dose therapy og 


FURADANTIN W aii ql. d. 


brand of nitrofuranto 


In acute infections of the urinary tract involving gram-negative organisms 
(predominantly coli-aerogenes group), Welling and colleagues’ found that 
patients responded clinically to FURADANTIN 50 mg. q.i.d. “as readily as*to 
100 mg. dosage.” Particularly with moderate fluid restriction, Thompson and 
Amar” consider that 50 mg. FurADANTIN tablets provide “urine concentra- 
tions sufficient to clear the majority of acute uncomplicated infections”—and 
with “complete obviation of nausea.” Lippman et al.* also reported minimal 
side effects with FURADANTIN 50 mg. q.i.d. in prolonged prophylactic use. 


Patients who do not respond to FURADANTIN 50 mg. q.i.d. after 2 or 3 days 
should be given an increased dosage—FURADANTIN 100 mg. q.i.d. Patients 
with complicated, chronic or refractory urinary tract infections should receive 
FuRADANTIN 100 mg. q.i.d. from the outset. FURADANTIN is available in 
Tablets of 50 mg. and 100 mg., and in an Oral Suspension containing 25 mg. 
of FURADANTIN per 5 cc. teaspoonful. . 


REFERENCES: 1. Welling, A.; Watkins, W.W., and Raines, S.L.: J. Urol. 77:773, 1957. 2. Thompson, I. A., and Amar, A.D.: 
J. Urol. 82 :387, 1959. 3. Lippman, R. W.; Wrobel, C. J.; Rees, R., and Hoyt, R.: J. Urol. 80:77, 1958. 


= 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N.Y. 
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to control vomiting in children 


Tigan is so safe it can be prescribed with com- 
plete confidence for routine control of nausea 
and vomiting in pediatric practice. Tigan is as 
effective as the phenothiazines in antiemetic 
potency while avoiding the risk of extrapyram- 
idal convulsive syndrome which may occasion- 
ally result from the use of phenothiazines in 
children.* The first specific antiemetic/ anti- 
nauseant without side effects and without any 
known contraindications, Tigan is useful both 
in stopping the active, persistent vomiting due 
to such disorders as gastroenteritis, infections 
and food allergies, and in preventing the nausea 
and emesis of travel sickness or drug therapy. 
Tigan injectable and suppository forms lend 
themselves easily to pediatric use. 


SUPPOSITORIES 


aD aD aD 


IS 
SAFE 
AND 
SOUND 


i 





’ 
= 
. 
: 
€ 





Byles 


Wh 2 th One of the most significant advantages of Orinase therapy is 
y IS e the rarity of associated hypoglycemic reactions. 

th | This widely-reported clinical benefit is a function of the 
me y exclusive Orinase methyl ‘“‘governor.” Lending itself to ready 


“governor oxidation (principally, it is thought, a hepatic process), the 


methyl group ensures prompt metabolic inactivation of the 


in Orinase Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 


SO that has no hypoglycemic activity at the existing levels. 
As a result of the oxidation of its methyl group, Orinase 


a 
important? shows a decline in activity soon after it reaches its effective 


peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


dtl ‘inaienieenin 
0 


cee Orinas 
oxidation , 


we a H-CH.(CH.).CH; 
0 


Orinase Metabolite 


rinase’ &> 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The clinical indication for reactions to Orinase are usually not of a serious 
1ase is stable diabetes mellitus. Its use brings nature and consist principally of gastrointestinal 
about the lowering of blood sugar; glycosuria disturbances, headache, and variable allergic skin 
diminishes, and such symptoms as pruritus, poly- manifestations. The gastrointestinal disturbances 
uria, and polyphagia disappear. a 2a, epigastric fullness, heartburn) and head- 
m x 7 p ; ache 3 sar to be related to the size of the dose 
Dosage: There is no fixed regimen for initiating ; ting ol ae 
Grinues therapy. A simple and effective method and they frequently disappear when dosage is re- 
. t day—6 tablets; second day. duced to maintenance levels or the total daily dose 
day—2 tablets. The daily dose is mn ar ee ae fe ‘ 
. lowered or maintained at - | ; manifestations 
>» two-tablet vel, whichever is necessary to > , and urticarial, morbilliform, or maculopap- 
maintain optimum control. é eruptions) are transient reactions, which 
Pettonte ¥ i tin G ee frequently disappear with continued drug admin- 
1e@ s receiving insulir ess ar 4 —_ a i eve > y i = 
por ype esac ineutin and institute Orinase; (20 to Geingae woos Ue disc, reactions persist, 
1its)——initiate Orinase with a concurrent 30 cl 
to 500% reduction in insulin dose with a further inical toxicity: Orinase appears to be remarkably 
careful reduction as response to Orinase is ob- free from gross clinical toxicity on the basis of 
served; (more than 40 units)—reduce insulin by experience accumulated during more than four 
20% and initiate Orinase with a further careful 
reduction in insulin dosage as response to Orinase 
is observed. In candidates for combined Orinase- 
insulin therapy, an individualized schedule is usu- 
ally obtainable during a trial course of two or betics have shown Orinase to be remarkably free 
more weeks. of hepatic pox ce There has been reported only 
— A " one case of cholestatic jaundice related to Orinase 
Contraindications and side effects: Orinase is ¢on- administration, which 
. = ode a ° occurred in a patient with 
traindicated in patients having Juvenile or growin. _ pre-existing ‘liver disease and which’ rapidly, Fe: 
. , . Ss 20 Sco! 2 
mellitus; history of diabetic coma, fever, severe " ee 
trauma or gangrene. Each tablet contains: 
Tolbutamide 





Side effects are mild, transient and limited to ap- . 7 ‘ 
proximately 39% of patients. Hypoglycemia and Supplied: In bottles of 50. 

toxic reactions are extremely rare. Hypoglycemia 

is most likely to occur during the period of transi- *Trademark, Reg. U.S. Pat. Off.— 

tion from insulin to Orinase. Other untoward tolbutamide, Upjohn June, 1961 


Copyright 1961, The Upjohn Company 


The Upjohn Company, Kalamazoo, Michigan | Upjohn | 75th year 
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antibiotic therapy with an added measure of protection 


ECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 





4 ppt BLS 


against relapse—up to 6 days’ activity on 4 days’ dosage 

against secondary infection—sustained high activity levels 

against “problem” pathogens—positive broad-spectrum antibiosis 
CAPSULES, 150 mg., 75 mg. — PEDIATRIC DROPS, 60 mg./cc. — SYRUP, 75 mg./5 cc. 


Request complete information on indications, dosage, precautions and contraindications 
from your Lederle representative or write to Medical Advisory Department. 


LEDFRLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 
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Augusta Foster Law, M.D., 16 South St., Milford, N.H. (1958-1961) 
NORTH ATLANTIC (New York, Pennsylvania, New Jersey, Delaware) 
Alma Dea Morani, M.D., 3665 Midvale Ave., Philadelphia (1957-1960) 
MIDDLE ATLANTIC (Maryland, District of Columbia, Virginia, West Virginia, Foreign) 
Mary K. L. Sartwell, M.D., 6811 Riggs Rd., Hyattsville, Md. (1957-1960) 
SOUTH ATLANTIC (North Carolina, South Carolina, Georgia, Florida, Puerto Rico) 
Mary B. H. Michal, M.D., M.P.H., Box 176, Waynesville, N.C. (1957-1960) 
NORTHEAST CENTRAL (Ohio, Indiana, Illinois, Michigan, Wisconsin) 
Dorothy Ruth Darling, M.D., 807 Fayette St., Gary, Ind. (1958-1961) 
SOUTHEAST CENTRAL (Kentucky, Tennessee, Alabama, Mississippi, Louisiana) 
Helen Cannon-Bernfield, M.D., Veterans Administration Hospital, Jackson, Miss. (1957-1960) 
NORTHWEST CENTRAL (Minnesota, Iowa, North Dakota, South Dakota, Nebraska) 
Grace M. Sawyer, M.D., Woodward, lowa (1957-1960) 
SOUTHWEST CENTRAL (Missouri, Arkansas, Kansas, Oklahoma, Texas) 
Ruth Hartgraves, M.D., 1208 The Medical Towers, Houston 25, Texas (1958-1961) 
NORTHWEST (Montana, Wyoming, Idaho, Washington, Oregon, Alaska) 
Irene Grieve, M.D., 525 Fernwell Bldg., Spokane, Wash. (1959-1962) 
SOUTHWEST (Colorado, New Mexico, Utah, Arizona, California, Nevada, Hawaii) 
Gertrud Weiss, M.D., 4200 E. Ninth Ave., Denver 20, (1959-1962) 





STATE DIRECTORS 


CALIFORNIA: Jane Schaefer, M.D. NEW MEXICO: Evelyn F. Frisbie, M.D., and 
490 Post St., San Francisco Lucy McMurray, M.D. 
COLORADO: Mildred Doster, M.D. 106 Girard Blvd., S.E., Albuquerque 


727 Birch St., Denver 20 NORTHFRN CALIFORNIA: 
CONNECTICUT: Sophie C. Trent, M.D. Phillis Bourne, M.D. 


el ae St., Meriden 3505 20th St., San Francisco 10 
DISTRICT OF : OHIO: Marjorie Grad, M.D., and 

Mary K. Sartwell, M.D. Jeanne E. Nitchals, M.D. 

6811 Riggs Rd., Hyattsville, Md. 1506 Chase Ave., and 


GEORGIA: Dorothy E. Brinsfield, M.D. 2205 Beechmont Ave., Cincinnati 
1123 Gordon St., S.W., Atlanta 10 OREGON: M * raat 
ILLINOIS: Rose V. Menendian, M.D. “GON: Mary Jane Fowler, M.D. 
2400 W. Morse Ave., Chicago 815 E. Main St., Medford 
INDIANA: Clementine Frankowski, M.D. PENNSYLVANIA: Rebecca M. Rhoads, M.D. 
1907 New York Ave., Whiting 416 Chichester Lane, Wynnewood 
IOWA: Evelyn M. Anderson, M.D. TEXAS: Ione Huntington, M.D. 
816 Equitable Bldg., Des Moines 519 Medical Professional Bldg.,San Antonio 5 
KENTUCKY: Helen B. Fraser, M.D. VIRGINIA: Lillian Lindemann, M.D. 
620 S. Third St., Louisville 2 4708 Carey St., Richmond 
LOUISIANA: Mignon W. Jumel, M.D. WASHINGTON: Bernice Sachs, M.D. 
3619 Prytania St., New Orleans 200 15th Ave., Seattle 2 
MARYLAND: Mary Matthews, M.D. WESTERN MASSACHUSETTS: 
8106 Harford Rd., Baltimore 14 Mary C. Shannon, M.D. 
MISSISSIPPI: Helen Siegrist, M.D. 334 Highland St., Worcester 
Veterans Administration Center, Jackson WEST VIRGINIA: Beatrice H. Kuhn, M.D. 
NEW HAMPSHIRE AND VERMONT: 1109 Quarrier St., Charleston 
Augusta Foster Law, M.D. WISCONSIN: Elsine Moore Thomas, M.D. 
16 South St., Milford, N.H. 200 E. Wells St., Milwaukee 





SPECIAL COMMITTEES 


LIBRARY FUND STUDY NGO OBSERVER TO UN OFFICE OF 
Rose V. Menendian, M.D. PUBLIC INFORMATION 
Evangeline E. Stenhouse, M.D. Kathleen Shanahan, M.D. 
Katharine W. Wright, M.D. 411 Churchill Rd., West Englewood, N.J. 


SCIENTIFIC ADVISORY COMMITTEE 
ON TRAFFIC ACCIDENT PREVENTION 


Camille Mermod, M.D. 
294 S. Centre St., Orange, N.J. 
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Increasingly... 
fils 
trend is to 


‘Terramycin 


OXYTETRACYCLINE WITH GLUCOSAMINE 


pendability im otitis media 1s just one reason why 


























demonstrates the effectiveness of Terra- 
mycin in otitis media . . . another reason for the trend 
to Terramycin. 


In a series of 41 cases of otitis media, Terramycin not 
only 

but also showed that 

oral dosage for infants was 250 to 375 
mg. daily, for children, 500 mg. to 1 Gm. In many 
instances, oral therapy was preceded by intramus- 
cular injection of Terramycin. 


The authors concluded that 
| Terramycin | 


These findings confirm the continuing vitality and 
broad-spectrum dependability of Terramycin, as re- 
ported through more than a decade of extensive clini- 
cal use. 


‘Terramycin 


OXYTETRACYCLINE WITH GLUCOSAMINE 


—, F ra AT " rnrire 
SYRUP PEDIATRIC DROP 


125mg. per tsp. and S$ mg. per drop (100 mg./cc.), respectively 


deliciously fruit-flavored aqueous dosage forms — 
convemiently preconstituted 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


“Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961 








in brief 





The dependability of Terramycin in daily practice 
is based on its broad range of antimicrobial 
effectiveness, excellent toleration, and low order 

of toxicity. As with other broad-spectrum 
antibiotics, overgrowth of nonsusceptible organisms 
may develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility testing. 
Glossitis and allergic reactions are rare. Aluminum 
hydroxide gel may decrease antibiotic absorption 
and is contraindicated. 

More detailed professional information available on request. 


TERRAMYCIN Capsules— 


250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 
TERRAMYCIN Intramuscular Solution— 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 














Science for the world’s well-being® 


Dear Doctors: 


Reports from our representatives indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 


The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramycin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 


This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 


Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 


To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 


We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 


We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 
in the medical profession. 

Sincerely, 

PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
systemic preparations: 


























FORMERLY NAMED NOW NAMED 

_ Cosa-Terramycin® Capsules ; Terramycin® Capsules* 
Cosa-Terrabon® Oral Suspension = Terramycin Syrup 

Cosa-Terrabon Pediatric Drops ee 4 Terramycin Pediatric Drops 

and simpler names for these Terramycin-containing formulations: 

Cosa-Terrastatin® Capsules Terrastatin® Capsules 
Cosa-Terrastatin for Oral Suspension Terrastatin for Oral Suspension 
Cosa-Terracydin® Capsules Terracydin® Capsules 








.-. and these names remain unchanged: 
Terramycin Intramuscular Solution 
Terramycin Intravenous 


*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forras adapted 
to individual needs—another reason for the trend to Terramycin. 











ONE, WASHINGTON, D.C. 

President: Charlotte Patricia Donlan, M.D., 10000 
Woodhill Rd., Bethesda 14, Md. 

Secretary: Gloria Grimes Cochran, M.D., 3706 Curtis 
Ct., Chevy Chase 15, Md. 

Uembership Chairman: Maxine Schurter, M.D., 2700 
Q Street, N.W., Washington, D.C. 

Meetings: First Tuesday, October through May. 


TWO, CHICAGO, ILLINOIS 

President: Valerie E. Genitis, M.D., 1150 N. State 
St., Chicago 10. 

Secretary: Victoria B. Vacha, M.D., 4017 Deyo Ave., 
Brookfield, Ill. 

Membership Chairman: Gertrude Engbring, M.U.. 
4753 Broadway, Chicago 40. 

Meetings held monthly. 


THREE, MARYLAND 
President: Louise Schnaufer, M.D., 3501 St. Paul St., 
Baltimore 18. 
Secretary: Roselva Thompson-Daugharthy, M.D., 1264 
Frances Ave., Baltimore 27. 


Meetings held first Thursday of month. 


FOUR, NEW JERSEY 
President: Laura E. Morrow, M.D., 197 Passaic Ave., 
Passaic. 
Secretary: E. Barbara Lorents, Mounted Route No. 12, 
Phillipsburg, N.J. 
Membership Chairman: Ella Coughlan, M.D., 10 Oak- 


wood, Orange. 
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FIVE, PORTLAND, OREGON 
President: Miriam Luten, M.D., Medical Dental Blig,, 
Klamath, Oregon. 
Secretary: Dorothy Vinton, M.D., 2455 N.W. Miar- 
shall, Suite 5, Portland 10. 
Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 


SIX, OMAHA, NEBRASKA 
President: Aileen Mathiasen-Sciortino, M.D., 6 Hall] 
St., Council Bluffs, lowa. 
Secretary: Louise M. Camel Farrage, M.D., 478 Ilm- 
wood, Council Bluffs, lowa. 


EIGHT, NEW ORLEANS, LOUISIANA 


President: Georgiana J. von Langermann, M.D., 1430 
Tulane Ave., New Orleans. 


TEN, WISCONSIN 
President: Mary Hall, M.D., 4042 N. Wilson Drive. 
Milwaukee 11. 


ELEVEN, SOUTHWESTERN OHIO 
President: Ruth C. Ferris, M.D., 9360 Montgomery 
Rd., Cincinnati 20. 
Secretary: Mary M. Martin, M.D., 3035 Clifton Ave.. 
Cincinnati 20. 
Meetings held second Tuesday, September, November, 
January, March, May. 
(Continued on Page 664) 


HOTEL ROOM RESERVATION 


American Medical Women’s Association, Inc. 
1961 ANNUAL MEETING 


Somerset lin, Shaker Heights, Ohio 


MAIL TO: Mr. R. Lynn Squire 
Somerset Inn 
3550 Northfield Road, 
Shaker Heights 22, Ohio 


Please Reserve 


Single Room [] 10.00 [J 12.50 
[] 14.50 
Double Room [] 14.00 
Twin Bedroom C] 14.00 
C 16.00 


Studio Twin Bedrooms [] 18.00 


Nov. 30 to Dec. 2, 1961 











A.M. 
Arrival Date P.M. 

A.M. 
Departure Date P.M. 
For 

(Please Print) 

Street 
City State 


Persons who will share twin bedroom: Name 


Address 
Please mail confirmation to: (please print) 


Street — City 


Zone State 











(\uietude for the Hypertensive 


As relaxing as a mountain lake... 


® 
UU) Tf (| S [2 [R? [: (| IN] [a separates the hypertensive from his anxieties and 


tensions, lowering the blood pressure conservatively but effectively. 


With its gentle calming and hypotensive actions, Butiserpine does not set 

up a chain of side effects. Its low reserpine content (0.1 mg. per tablet) reduces 
blood pressure smoothly; its 15 mg. of noncumulative BUTISOL SODIUM“ 
butabarbital sodium induces relaxation without depression. 

Available as: Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 


(Repeat Action Tablets) 


McNEIL LABORATORIES, INC., Fort Washington, Pa. 














the first complete 
physiologic regulator of 
female cyclic function 


ENOVID 


(prano OF NORETHYNODREL w YNYLESTRAOIOL 


The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in pregnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual endometrium (“pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during Enovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be noted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovID is as safe as the 
normal state of pregnancy. 

The basic applications 

1, Correction of menstrual dysfunction. 
Cyclic therapy with Enovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
thagia) and often establishes a normal men- 
strual cycle in amenorrhea. 

2. Ovulation suppression (to suspend 
fertility). For this purpose Enovip is admin- 
istered cyclically, beginning on day 5 through 
day 24 (20 daily doses). The ovary remains 






.. unfettered 


aberratic 
unknow: 
procreat 





in a state of physiologic rest and there is no 
impairment of subsequent fertility. Continuous 
administration for more than two years is not 
recommended. 


3. Postponement of the menses for rea- 
sons of health (impending hospitalization for 
surgery, during treatment of Bartholin’s gland 
cysts, acute urethritis, rectal abscess, trichomo- 
nal or monilial vaginitis), travel, forthcoming 
marriage, or pressing business or professional 
engagements. For this purpose ENovip may be 
started at any time in the cycle up to one week 
before expected menstruation. Upon discontin- 
uation, normal cyclic bleeding occurs in three 
to five days. 

4. Threatened abortion. Continuous 
ENOvID treatment provides balanced hormonal 
support for the endometrium in threatened or 
habitual abortion. 

5. Endocrine infertility. Enovin has been 
used successfully in cyclic therapy of endocrine 
infertility, promoting subsequent pregnancy 
through a probable “rebound” phenomenon. 
6. Endometriosis. Continuous therapy with 
ENoviD corrects endometriosis by producing a 
pseudodecidual reaction with subsequent ab- 
sorption of aberrant endometrial tissue. 

The basic dosage 

Basic dosage of ENovip is 5 mg. daily in 
cyclic therapy, beginning on day 5 through 
day 24 (20 daily doses). Higher doses may 
be used with complete safety to prevent or con- 
trol occasional “spotting” or breakthrough 
bleeding during ENovip therapy, or for rapid 
effect in emergency treatment of dysfunctional 
bleeding and threatened abortion. ENovip is 
available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering over five years of 
intensive clinical study, available on request. 


SEARLE |Research in the Service of Medicine 





From the beginning, woman has been a vassal to the temporal demands—and frequently the 
s—of the cyclic mechanism of her reproductive system. Now, to a degree heretofore 
she is permitted normalization, enhancement, or suspension of cyclic function and 
e potential. This new physiologic control is symbolized in an illustration borrowed 


from anc'ent Greek mythology—Andromeda freed from her chains. 
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(Continued from Page 660) 


TWELVE, COLUMBUS, OHIO 


President: Dorothy Falkenstein, M.D., 81 S. Fifth St., 
Columbus 15. 

Secretary: Helen P. Graves, M.D., 350 E. Broad St.. 
Columbus 15. 


THIRTEEN, SAN DIEGO, CALIFORNIA 


President: Dorothea Mankin, M.D., 510 Third Ave., 


Chula Vista, Calif. 

Secretary: Janet Gilman, M.D., 833 Fairway Ct., Chula 
Vista, Calif. 

Meetings held every other month on third Wednesday 
from September through May 


FOURTEEN, NEW YORK, NEW YORK 
President: Julia V. Lichtenstein, M.D., 2 W. 87th 
St., New York City. 
Secretary: Helen J. Neave, M.D., 140 E. 54th St.. 
New York City. 
Membership Chairman: Estelle DeVito. M.D., 301 F. 
21st St.. New York 10. 


FIFTEEN, CLEVELAND, OHIO 
President: Marion N. Gibbons, M.D., 2460 Fairmount 
Blvd., Cleveland Heights, Ohio 
Secretary: Harriet E. Gillette, M.D., Cleveland Clinic, 
2020 E. 93rd St., Cleveland 6. 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 
President: Pearl G. McNall, M.D., 20 Winthrop Rd., 
Carnegie, Pa. 
Secretary: Esther S. Farney, M.D., 222 South Trenton 
Ave., Wilkensburg, Pa. 


EIGHTEEN, NEW YORK STATE 
President: Lois J. Plummer, M.D., 131 Lynwood Ave., 
Buffalo 9. 
Secretary: Harriett E. Northrup, M.D., 213 E. Sixth 
St., Jamestown. 


Membership Chairman: Marguerite P. McCarthy- 
Brough, M.D., 1811 W. Genesee St., Syracuse. 


NINETEEN, IOWA 
President: Evelyn Anderson, M.D., 637 42nd St., Des 
Moines 12. 
Secretary-Treasurer: Clysta Richard, M.D., 636 
Woodland Terr., Doctor’s Park, Des Moines 14. 


Meetings held each April, in conjunction with state 
meuical meeting. 


TWENTY (BLACKWELL), DETROIT, 
MICHIGAN 
President: Brita R. McLean, M.D., 755 University Place, 
Grosse Pointe 3, Mich. 
Secretary: Avis M. Olson, M.D., 13798 Mecca, Detroit 
27. Meetings held five times a year. 


TWENTY-THREE, LOS ANGELES. 
CALIFORNIA 

President: Elizabeth Stern, M.D., 4600 Gainsborough 
Ave., Los Angeles 27. 

Secretary: Linda K. Morimoto, M.D., 317 East Sec- 
ond St., Los Angeles 12. 

Membership Chairman: Edith Shepard, M.D., 1014 S. 
Spaulding, Los Angeles. 


(Continued on Page 667) 


MEAL AND TOUR RESERVATIONS 


1961 ANNUAL MEETING 


American Medical Women’s Association, Inc. 


Somerset Inn, Shaker Heights, Obio 


Nov. 30-Dec. 2, 1961 


Make checks payable to: American Medical Women’s Association, Inc. 


Mail to: 1790 Broadway, New York 19, N. Y. 


NOT LATER THAN NOV. 1, 1961 
Thursday, Nov. 30 Dinner: No. of reservations 


each $5.75 $ 


Postprandial Theater Party to Karamu 
(Hostess—Branch 15) No. 


Friday, Dec. ] 
Award Luncheon: 


No. of reservations 


AMWA Woman of the Year and Elizabeth Blackwell 


each $3.75 $ 


Inaugural Banquet: No. of reservations 
(Courtesy of Mead Johnson) 


Saturday, Dec. 2 


Luncheon: No. of reservations 


each $3.75 $ 


Sightseeing Tour (Hostess—Branch 15) No. 
Buffet Supper: No. of reservations 
(Hostess—Marion N. Gibbons, M.D., 


President Branch 15) 


TOTAL $ 


Reservations to be held in the name of (Please Print) 


Address 
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welcome clinical advance... 
effective medication 


in an appealing form 


(“2 
Jy 

Soft and pliant ad ita the Milibis vaginal suppository offers proved therapeutic 

icle giving unusual clinical advantages to both patients and physician. 






COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE -The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


Vaginal Suppositories 
New supplied with (| Juatlirop LABORATORIES 
plastic applicator New York 18, N. Y. 


¢ SANITARY ee 
SUPPLIED: BOXES OF 10 + INSURES CORRECT po per cent eters a study wae cases; 
with applicator. SUPPOSITORY PLACEMENT ee ee er ee 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off, 
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(Continued from Page 664) 


TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, M.D., Phillipsburg. 
Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call. 


TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 
President: Joan Buchanan, M.D., Glen Mills, Pa. 


Secretary: Eleanor Roverud, M.D., Woman’s Hospital, 
Preston and Parrish, Philadelphia 4. 


Meetings held three times a year. 


TWENTY-SIX, MINNESOTA 
President: Della G. Drips, M.D., Oronoco. 


Secretary: Nellie N. Barsness, M.D., 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


(Continued on Page 668) 








The Couple who want a 


5 a h y By Marie Pichel Warner, M.D. 


Written in non-technical language by a 
pioneer in the study of fertility, this prac- 
tical and authoritative work answers every 
possible question on the subject of fertility 
and sterility, including newest procedures 
and scientific data. 


“ 


. . a superb contribution . .. Will have a 
wide usefulness for those to whom the great 
privilege of parenthood must be earned by 
painstaking cooperation.” 

—Joseph Bernard Doyle, M.D., Director, 
Fertility and Endocrine Clinic, St. Eliz- 
abeth’s hospital, Boston, Mass. 

“. . .a simply stated direct account of the 
processes involved in childbirth from the 
desire to the accomplishment . . . Should be 
most helpful to physicians who want to 
give their patients sound advice in solving 
their problems.” 

—Morris Fishbein, M.D. 


At all bookstores, $4.50 


FUNK & WAGNALLS 


153 East 24th Street New York 10, N. Y. 





AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


Address (Present) 
Address (Permanent) 


(Please check address to which THe JournaL and AMWA correspondence are to be mailed.) 


Medical School 

Licensed in County 
Specialty 

Date and Place of Birth 
Medical Society Affiliations 


Check membership desired: 


Year of Graduation 


0) Life-Dues $200 (May be paid in two installments in two consecutive vears) 


0) Active-Dues $10 per annum (Branch dues not included in active membership dues and are 


payable to branch treasurer) 
() Associate-No dues 


[] Junior-No dues 


] Affiliate-Dues $5 per annum 
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TWENTY-NINE, ATLANTA, GEORGIA 
President: Dorothy Brinsfield, M.D., 1123 Gordon St., 
S.W., Atlanta 10. 
Secretary: Shirley L. Rivers, M.D., Veterans Adminis- 
tration Hospital, 4158 Peachtree Rd., Atlanta 19. 


Membership Chairman: Dorothy Jaeger-Lee, M.D., 
3825 Wieuca Rd., N.W., Atlanta 5. 


Meetings held third Thursday monthly, except June, 
July, and August. 


THIRTY, UPPER CALIFORNIA 
President: Ruth Fleming, M.D., 490 Post St., San 
Francisco. 


Secretary: Claire Klausner, M.D., Stanford Universi- 
ty Hospital, Clay and Webster streets, San Fran- 
cisco 15. 


THIRTY-ONE, MISSISSIPPI 
President: Blanche Lockard, M.D., 838 Lakeland Drive, 
Jackson. 
Secretary: Julia H. Box, M.D., Newton. 


Membership Chairman: Gussie R. Higgins Carr, M.D.., 
416 Claiborne Ave., Jackson. 


THIRTY-TWO, WESTERN 
NORTH CAROLINA 
President: Mary B. H. Michal, M.D., Box 176, 
Waynesville, N. C. 
Secretary: Mary Helen McConnell, M.D., 675 Bilr- 
more Ave., Asheville, N. C. 


THIRTY-THREE, MIAMI, FLORIDA 


President: Ella M. Hediger, M.D., 560 N.E. 71st Si, 
Miami. 

Secretary: Malissa Browning, M.D., 158 Almeria Ave., 
Coral Gables, Fla. 


THIRTY-FOUR, ARKANSAS 
President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. ; 
Secretary: Martha M. Brown, M.D., State Hospital, 

Little Rock. 


THIRTY-FIVE, PUERTO RICO 


President: Marfa I. Robert de Ramirez de Arellano, 
M.D., 312 Professional Bldg., Santurce. 

Secretary: Lydia G. Montalvo, M.D., P.O. Box 1786 
UPR., Rio Piedras. 


(Continued on Page 712 


CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


Article I, Section 3A. A woman is eligible for Active Membership if she holds the degree of Doctor of Medicine 
from an accredited medical school, who is a citizen and resident of the United States, and who is in good pro- 


fessional standing. 


Article I, Section 5. A woman is eligible for Associate Membership if she is an intern, resident-in-training, fellow, 
or physician in the first year of practice. She does not pay dues. 


Article I, Section 6. A woman is eligible for Junior Membership if she is a student at an accredited medical 


school in the United States. She does not pay dues. 


Article I, Section 7. A woman may be granted Affiliate Membership by the Executive Board if she meets all the 
requirements for active membership except that of U.S. citizenship and residency. 


All members receive the official publication, the JouRNAL oF THE AMERICAN MepicaL Women’s 
Association. Life and Active members receive membership in the Medical Women’s International 


Association. 


Endorsers are required only if applicant is NOT a member of a State or County medical 
society. Endorsers must be members of American Medical Women’s Association. 


Endorser: 1. 


(| ENS AO agen Ate Lee EO meee 
fee ee nm ee oe ee ea 
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in Ob-Gyn practice: prevent bacterial insult 
to traumatized cervicovaginal tissue 


FURAGIN 


brand of nitrofurazone 
a safe, single agent with singular benefits 


From a recent study reporting the lowered inci- 





dence of postoperative morbidity following the use 
of Furacin Vaginal Suppositories in operative 
gynecology—“Certainly a single agent is to be pre- 
ferred to a combination of agents, providing com- 
parable results are obtained.”* 
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Used before and after cervicovaginal surgery, de- 
livery, radiation therapy and certain office proce- 
dures, Furacin controls infection, hastens healing, 
reduces discharge, malodor and discomfort. 
FURACIN VAGINAL SUPPOSITORIES: FURACIN 0.3% 
in a water-miscible base. Box of 12, each 2 Gm. 
suppository hermetically sealed in yellow foil. 
FURACIN CREAM: FurACIN 0.2% in a water-miscible 
cream base. Tube of 3 oz. with plastic plunger-type 
applicator. 


*Grimes, H.G., and Geiger, C. J.: Am. J. Obst. & Gynec. 79:441, 1960. 
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Uncomplicated... 


BRAND OF MECLIZINE HYDROCHLORIDE 






42 eatin 


effectiveness and toleration a matter of record 


basic for “morning sickness” 


«free from occurrence of diverse metabolic effects 
- bedtime dosage provides up to 24 hours’ protection 


IN BRIEF BONINE (meclizine hydro- 
chloride), an antinauseant-antie- 
metic compound with antihistaminic 
and anticholinergic properties, is es- 
pecially valuable in the symptomatic 
relief of nausea and vomiting of 
pregnancy.Additional indications are 
motion sickness, radiation sickness, 
vertigo associated with Méniére’s 
syndrome, labyrinthitis, fenestration 
procedures, vestibular dysfunction, 
and dizziness associated with cere- 
bral arteriosclerosis. 


ADMINISTRATION AND DOSAGE: For 
control of nausea and vomiting of 
pregnancy, a single dose of 25 to 50 
mg. at bedtime is usually effective. 
For dosage schedules in other indi- 
cations, see product brochure. 
SIDE EFFECTS: The side effects re- 
ported in association with BONINE 
have been uncomplicated, mild and 
or transient and consist of occasional 
drowsiness, dryness of the mouth, 
and blurred vision. There are no 
known contraindications to BONINE. 


PRECAUTIONS: As with other anti- 
histaminic compounds, the physi- 
cian should inform patients of the 
need for caution in driving a car or 
when engaged in other activities 
requiring alertness. 

SUPPLIED: BONINE Tablets, scored, 
tasteless, 25 mg. BONINE Chewing 
Tablets, mint-flavored,25mgm@. 


More detailed professional 
information available g@a& 
on request. GOOD MORNING 


Science for the world’s well-being® (Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, N.Y. 
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Albamyciri 


Indications — Albamycin is indicated in the treatment of staphy- 
lococcic infections, particularly in patients sensitive to other 
antibiotics or in the infections in which the organism is resistant 
to other antibiotics and sensitive to Albamycin, and in urinary 
tract infections due to microorganisms resistant to other com- 
monly employed antibacterial agents but sensitive to Albamycin 
—notably certain strains of Proteus. 

Administration and Dosage —Capsules and Syrup: The recom- 
mended dosage in adults is 500 mg. every twelve hours or 250 
mg. every six hours, continued for at least forty-eight hours after 
the temperature has returned to normal and all evidence of in- 
fection has disappeared. In severe or unusually resistant infec- 
tions, 0.5 Gm. every six hours or 1°Gm. every twelve hours may 
be employed. The dose for children is 15 mg. per kilogram of 
body weight per day for moderately acute infections; this may 
be increased to 30 to 45 mg. per kilogram of body weight per day 
for severe infections. These doses may be administered on sched- 
ules similar to those for adults. 

Parenteral: Intramuscularly—5 cc. of Albamycin solution may be 
used directly by slow injection deep into the glutea! muscle. 
intravenously — it is recommended that 5 cc. of Albamycin solu- 
tion be diluted further with 250 to 1000 cc. of sterile injection 
solution of sodium chloride, Darrow’s solution, or Ringer’s solu- 
tion and administered by intravenous infusion, or by diluting to 
a suitable quantity and administered by continuous drip infusion. 
Do not use with dextrose solution. When it is necessary to use a 
smaller volume intravenously, 5 cc. of Albamycin solution may 
be diluted to a minimum of 30 cc. with one of the above diluents 
and administered slowly over a period of five to ten minutes to 
avoid irritation of the vascular endothelium. The dosage for 
adults is 500 mg. Albamycin administered either intramuscularly 
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Albamycin is not a broad-spectrum anti- 
biotic, recommended for routine infec- 
tions. It is specific for staphylococci 
(including resistant strains), and its use 
alone should (with the exceptions listed 
below) be limited to those cases in which 
staph is known or strongly suspected to 
be the causative organism. 





or intravenously every twelve hours. For children with moderately 
acute infections, the dosage is 15 mg. per kilogram of body 
weight per day. The daily dosage should be administered in two 
divided doses at intervals of twelve hours. As soon as the 
patient’s condition permits, parenteral Albamycin should be re- 
placed with oral Albamycin therapy. 

Side Effects —Albamycin is a substance of low toxicity but is 
capable of inducing urticaria and maculopapular dermatitis. Leu- 
kopenia, which was rapidly reversible, has been reported in 
approximately 1% of cases. All of these side effects disappear 
rapidly upon discontinuance of the drug. In a certain few patients, 
a yellow pigment has been found in the plasma. This pigment is 
a metabolic by-product of the drug which, however, may inter- 
fere with determination of bilirubin and icteric index. Its pres- 
ence is not associated with abnormal liver function tests or liver 
enlargement. 

Available — Albamycin, 500 mg., sterile, Mix-0-Vial.¢ Each Mix- 
0-Vial contains: 500 mg. Novobiocin (as novobiocin sodium), also 
175 mg. Nicotinamide; 0.47 cc. N,N-Dimethylacetamide; 42.3 mg. 
Benzyl alcohol; 4.23 cc. water for injection. Albamycin Capsules. 
Each capsule contains: 250 mg. Novobiocin (as novobiocin so- 
dium). Albamycin Syrup. 125 mg. per 5 cc. Each 5 cc. (one tea- 
spoonful) contains: 125 mg. Novobiocin (as novobiocin calcium). 
Preserved with methylparaben, 0.075%, and propylparaben, 0.025%. 
*Trademark, Reg. U. S. Pat. Off. — The ry a _ crystal- 
line novobiocin sodium. tTrademark, Reg. U. S. Pat. 0 


The Upjohn Company 
Kalamazoo, Michigan 





female adolescence—a period of confusion 


Confusion twice confounded surrounds the 
young girl during puberty. Surely this transition 
— rapid and in many ways still mysterious — de- 
serves your special counseling. When your ad- 
vice includes the use of Tampax® — the modern 
tampon method of protection — you are offer- 
ing your patient, in addition, the reassurance 
of safe, complete, discreet menstrual hygiene. 

Tampax is frictionless and nonirritating. It 
will not cause erosion or block the menstrual 
flow. Because Tampax provides internal pro- 
tection, it does not favor the development of 
odor or establish a bridge for the entry of patho- 
genic bacteria. Tampax does afford easy man- 
agement, easy disposal. And since wide clinical 


evidence confirms that virginity is not a contra- 
indication to its use, Tampax is suitable for 
every age of the menstrual span. Youngsters 
especially appreciate Tampax at gym and swim 
time. There are no encumbrances to interfere 
with activity or to cause embarrassment. The 
older girl favors Tampax because of the social 
poise it makes possible, despite “the time of the 
month.” Tampax is available in three absor- 
bencies to meet varying requirements. 

Why not suggest “Tampax” to your teenage 
patients? Its matter-of-fact simplicity, safety and 
security are outstanding features — sure to be 
welcome now and in the years ahead. 

Tampax Incorporated, Palmer, Mass. 
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EARLY MORNING 


BENDECTIN release assures peak action when she 
needs it most... first thing in the morning! 


“...I have gained the best results with 
[BENDECTIN]... Because these tablets have 
a protective coating...the dose taken at 
night becomes effective in the morning.”! 


BENDECTIN 


Double-blind study shows BENDECTIN effective 
in 94% of patients.? In compiled reports, effec- 
tive in 1220 of 1267 patients.?* 


With BENDECTIN, there are no phenothiazine- 
like side effects. 








And BENDECTIN costs less per day than a quart 
of milk. 





Dosage: Two tablets at bedtime. 
Supply: Bottles of 100 and 500. 


Formula: Each special coated tablet contains 
Bentyl (dicyelomine) hydrochloride, 10 mg.; 
Decapryn (doxylamine) succinate, 16 mg.; 
Pyridoxine hydrochloride, 10 mg. 

References: 1, Middleton, T. F.: Postgrad. Med. 24:699, 
1958. 2. Geiger, C. J., et al.: Obst. & Gynec, 5:688, 1959. 
3. Nulsen, R. O.: Ghio State M. J. 53:665, 1957. 4. Towne, 


J. E.: Internat. Ree. Med. 171:583, 1958. 5. Woodhull, R. B.: 
Western Med. } :13,1960. 6. Personal communications: 1956-60. 


Brochure with full product information available on request. 
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continuous control of allergic symptoms—relief in minutes for hours, with 
virtually no side-effects. And there is a dosage form for every allergic patient. 


Pulvules® « Suspension + Pediatric Pulvules oy® 
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Medici d the New Frontier* 
edicine and the ew rrontier 
Edgar F. Berman, M.D. 
IN A CENTURY WHERE medical progress has The reaction of nations to medical aid 


approached the level where the difference be- 
tween health and disease or life and death 
depends, perhaps, on just a few capsules, half 
the total population of the world have never 
in their entire existence had the opportunity 
of the services of a physician. Over a billion 
and a half people are exposed to and many 
still die for lack of treatment of trivial dis- 
eases or diseases expunged from the more ad- 
vanced societies more than 25 years ago. 

Today the destiny of individual nations is 
tied conclusively to those of all others. The 
disparity that exists between the developed 
and the underdeveloped nations must some- 
how be eliminated so that mutual understand- 
ing can be effected. An over-all program for 
health must be part of the over-all plan of 
assistance to a nation gaining its independence 
in every way, not only politically. 


~ *Presented at Founder's Day at Woman’s Medical 
College of Pennsylvania, Philadelphia, March 10, 1961. 





Dr. Berman is a practicing surgeon in 
Baltimore, Attending Physician at Sinai 
and Johns Hopkins hospitals, Baltimore, 
and President of Medico, Inc. 
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(such as will be outlined) will have a great 
deal to do with the position of the United 
States in the future world. But our motives 
in giving aid must be free of the expectation 
that this will benefit us in any way. It should 
be a matter of policy that whatever plan is 
designed for international health co-operation, 
it be purely an act of a friendly nation in- 
terested in human progress and be consistent 
with the feelings and aspirations of those 
aided. We must give assistance to them as 
though they were our own, as though the 
political competition with the Soviet Union 
did not exist. We must allow them to develop 
freely. We must help them to eventually help 
themselves in the gigantic task of alleviating 
their physical and mental ills. Our only “mo- 
tive” would be friendship. 

At this low level in America’s prestige 
abroad, such a program, in the spirit of under- 
standing dedicated to healing their sick, train- 
ing their healers, and eradicating disease from 
their lands, is of utmost importance to our 
own, and their, security and freedom. 

This does not imply that a healthy nation 
would necessarily be friendly (even though 
we helped that nation to health), neither does 
it imply that a healthy nation is necessarily a 
peaceful nation. Health in itself will not 
necessarily guarantee peace. But the fight 
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against human misery may be a precursor to 
peace and the lack of a health organization 
and health services to the peoples of a nation 
are deficiencies which can be exploited by 
powers seeking political gain in a naive, new, 
or underdeveloped nation. 

Not only to meet this real threat to our 
existence but to go ahead in a bold and imagi- 
native way requires a vast pool of manpower. 
This is not available in a system such as ours 
without voluntary individual sacrifice or mo- 
bilization under government aegis. It will be 
the responsibility of every citizen to con- 
tribute a portion of his time and skills to help 
these peoples reach a decent standard of living 
and in turn to ensure their own. Ideally, this 
program should be one undertaken by the 
United Nations when practicable. 

The present administration seems predis- 
posed to the use of a greater proportion of 
our foreign aid funds for humanitarian efforts. 
At present, of the 4 billion dollars in Mutual 
Security Aid funds the bulk is for military 
purposes. Health accounts for 1.5 per cent of 
the funds. 

Since the Mutual Security Aid Program has 
been in existence, experience has shown that 
technical aid is the type of assistance most 
needed, most appreciated, and most rational 
for the long-term growth and progress of a 
nation; aid to health is a keystone of this pro- 
gram. Health is fundamental. It catalyzes and 
insures the other basic factors in aid that 
could lead to self-sufficiency in a backward 
nation. Economic stability depends upon rup- 
turing the cycle of povertydisease>poverty. 
In an over-all program, economic progress 
c°n only ensue when the progress in health 
runs a parallel course. 

Until now the efforts of the United States 
in international health have been haphazard, 
unbalanced, and without vision or direction. 
There have been few real studies to assess the 
health needs of nations that were to receive 
aid. There have been no apparent long-term 
goals. Political motivation resulted in a stop- 
gap kind of assistance, which has been of 
minimal benefit to emerging nations. Prece- 
cence in aid has also frequently been on the 
basis of political expediency. 

Heretofore, government agencies have 
taken too great a role in foreign health aid. 
They cannot and should not (for many rea- 
sons) be the sole agent in carrying out a 
comprehensive health plan. It will take a per- 
sonal and collective sacrifice by thousands of 


Americans (physicians, nurses, and tec). ,i- 
cians) to implement this program. The vo ‘n- 
tary agencies, such as Care and Medico, \ ith 
their obviously unselfish motivations, ¢) cir 
lack of political orientation, their long expcri- 
ences, and their dedicated personnel are in- 
dispensable to such an endeavor. 

Without a guarantee of continuity, ‘he 
initiation of such programs must be vie. ed 
with question since the efforts and financial 
expenditures then become almost a_ total 
waste. A program like this should not and 
cannot be planned on a year to year basis but 
must be projected for at least a decade. In 
this regard the cost of a comprehensive health 
plan would be inexpensive in comparison to 
the costs of military aid. 

The problem is tremendous at this point in 
history because so little has been done in an 
organized and planned way in the past. The 
full realization of this is blatantly portrayed 
in most of the new African nations where 
colonial powers have been in control for at 
least half a century, with no resultant medical 
organizations and a negligible number of na- 
tionals trained in public health or medicine. 

It is absolutely essential that the recipient 
nation, in its medical development, be trained 
to train its own personnel in order to 
achieve self-dependence at a future time. To 
this end an intensive educational program 
must be initiated both here and abroad in 
every phase of health so the host nation can 
eventually maintain its own program. 

In this regard there would be the question 
of our own limited resources in personne! and 
facilities to carry on such an educational pro- 
gram for a period of at least a decade. How- 
ever, the absolute importance of this program 
to the United States and the world makes it 
incumbent on every medical institution in this 
country to strain its everv facility. and for all 
individuals in the field of health to volunteer 
their talents and time toward making such a 
program a reality. This is a great challenge— 
one that should have been met long ago. 

The health facet of our foreign aid is 
urgent. It must be well planned, balanced, and 
designed for a 10 or 15 year program. Cer- 
tain principals must be closely followed: (1) 
the motivation should be purely humanitarian 
with no ulterior political motive; (2) health 
aid must be planned to give both immediate 
aid to the ill and prepare health and medical 
organization for the future; and (3) within a 
10 to 15 year period it should be self-liquicdat- 
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ing with the host nation then sustaining and 
propagating the program. 

An outline of Comprehensive Health Plan 
for Underdeveloped Nations is as follows, 
comprising five points, the first four being 
essential and interdependent. 

1. An adequate survey of individual na- 
tions to determine the over-all medical con- 
ditions and resources. 

2. A full Public Health program including 
Epidemiology, Sanitation, Nutrition, and 
Public Health education. 

3. Interim medical services (diagnosis and 
therapy of disease) to render services to the 
ill until their own medical resources can cope 
with it by establishing a chain of simple but 
adequate medical facilities that will eventual- 
ly become the fundamental units of a medical 
service network. 

4. Medical education and training to supply 
native physicians, teachers, and auxiliary 
medical personnel for the future. 

5, International research to incorporate the 
creative faculties of all people in a co-opera- 
tive effort to eradicate disease. 


Medical Survey. The over-all planning of a 
medical program (as the one contemplated) 
must be done with an adequate knowledge of 
the need. At present, medical data for most 
of the underdeveloped nations are scanty and 
incomplete from every conceivable source 
(Africa, as an example). 

A planned survey must be accomplished 
nation by nation, to reveal the medical 
standards (if any), the diseases extant, the 
personnel available, the nutritional status, and 
the resources in medical material and equip- 
ment. It would also determine the precedence 
of nations for assistance, the urgency of it, 
and the phase to be emphasized. 

If available, the nations own medical per- 
sonnel should be an integral part of the sur- 
vey team. It is essential that experienced 
personnel do the study and that it be collated 
and analyzed by experts. Medical schools and 
schools of public health in the United States 
have the personnel and could possibly do this 
on a unit basis, subsidized by government, 
and with specific schools assigned to specific 
nations. 


Public Health. All phases of this, including 
nutrition, epidemiology, sanitation, and pub- 
lic health education are at present under of- 
ficial organizations all over the world (U. S. 
Public Health Service, World Health Organi- 
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zation, Pan American Sanitation Bureau, and 
International Cooperation Administration), or 
under voluntary agencies such as the Rocke- 
feller Foundation. The need to expand these 
programs is essential and it would be well to 
expand them with existing organizations by 
extended subsidy. 

At present these are thinly scattered all 
over the world (especially the United States’ 
effort), and rarely encompass a complete pro- 
gram. Private foundations should play a 
larger role in this phase of the project. Nutri- 
tion, a long neglected element in the area of 
public health, must be emphasized and co- 
ordinated with food programs. 

The public health phase of this plan must 
be closely integrated with the other compo- 
nents (medical services, education, and re- 
search) for maximum and lasting effect. 


Interim Medical Services. In the interim 
period, while the personnel of a nation are 
being trained in public health and medicine, 
it is absolutely essential to render simple but 
adequate medical care. This has long been 
neglected except by a few voluntary organi- 
zations and religious orders. 

It is of fundamental importance that every 
human be relieved from suffering, and pro- 
vided with the security that comes from 
knowing help is available if illness strikes. 
This type of service, more than any other, 
has the most direct and lasting effect in cre- 
ating a sympathetic attitude toward the giver. 
This is the type of aid which no propaganda 
can possibly subvert. Medical services (diag- 
nosis and therapy of illness) are of utmost 
importance if preventive medicine is to be 
successful. 

The problem of supplying diagnostic and 
therapeutic facilities and supplies to vast num- 
bers of people could be implemented with 
relatively little expense by using the already 
prepared and packaged Department of De- 
fense hospitals. Their cost is minimal for a 
100 or 200 bed unit with all diagnostic and 
therapeutic equipment (complete with water 
purification apparatus, laboratories, wards, 
operating rooms, and roentgen ray appara- 
tus). This equipment could be housed in 
tents, which have proven utilitarian and dur- 
able in every respect. With these units patients 
could be treated simply but effectively in the 
most economical way possible. 

It has been determined that if only 2 per 
cent of American physicians, nurses, and 
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auxiliary personnel gave 6 months of their 
entire professional career in an humanitarian 
program such as this, they could treat 30 mil- 
lion patients a year. 

Eventually these installations, which would 
remain after the United States personnel had 
left, could be the fundamental network of 
a clinical service system staffed by local phy- 
sicians and nurses, who, in the interim, would 
have been trained in the United States or in 
their own nation. 

More durable housing for the equipment 
could be built when budgets permitted. These 
hospitals would also serve as the immediate 
training locales for auxiliary medical person- 
nel. These would generally be located in the 
larger villages in areas of great population 
density, and would be the focal points and 
means by which public health, nutrition, and 
sanitary education could permeate entire 
areas. Hundreds of these units will be needed, 
strategically located. 


A network of these units could be inte- 
grated into a whole by mobile units servicing 
smaller village dispensaries, and by its com- 
munication with larger and more complete 
urban medical facilities. Tent hospitals of the 
type described would be best to begin with 
because of their availability, ease of transpor- 
tation and erection, and low maintenance costs. 
They are practical, inexpensive, easy to oper- 
ate, and adaptable to climate and topography. 


Medical Education and Training. In the 
long range view, all of these medical facili- 
ties must be staffed by native professional 
persons. Heretofore, there has been no plan 
projected for the training of sufficient pro- 
fessional personnel to take over and operate 
the entire system. 

As mentioned before, the clinical units 
would be treating persons of these nations and 
helping to train those available while waiting 
for their young physicians and nurses to be 
educated and trained. A basic network of 
workable hospitals would have been estab- 
lished for them to return to, administrate, 
and work in, upon completion of their educa- 
tion. (In 1958, while in the Soviet Union, I 
saw that approximately 25 per cent of all the 
Soviet medical students in Moscow were 
African, Chinese, and Southeast Asians. At 
that time there was contemplated in the So- 
viet Union a medical school primarily for 
these people in which not only education in 
medicine would be offered but indoctrination 


into Communist theories as well. This is in 
extremely important propaganda met 9d 
used by the Soviets.) In October, 1960 4 
Peoples Friendship University opened in 
Moscow, catering to students from L. ‘in 
America, Africa, and Asia. 

An educational program in medicine for «he 
underdeveloped nations will take at least 10 
years (according to the degree of advance- 
ment of the nation aided) and could produce 
enough personnel to supply these nations w ith 
physicians (and medical teachers), nurses, ind 
technicians to initiate and propagate their 
own medical services and medical education 
system permanently. 

One of the great difficulties in the « 
stages of such a plan would be the acquisi- 
tion of sufficient students with secondary 
school education ready to begin college work. 
(If not available, they must be sent to the 
United States for preparatory work.) Four 
plans, all of which may run simultaneously, 
could be accomplished: 

1. Each of the 84 United States Medical 
schools, by giving ten scholarships, govern- 
ment sponsored, to college graduates (or 
their equivalents) of the most needy nations, 
would produce about 800 finished physicians 
in the fifth year. Within ten years, +,000 well- 
trained physicians could be graduated. 

Of the afore-mentioned total, 200 per vear, 
(25 per cent), according to their ability and 
desire, should go on to a three to five vear 
resident training with Board qualifications, to 
become the teachers in the medical schools 
of their nation. This would supply approxi- 
mately 2,000 teachers at the end of 15 years. 

2. Another similar group—those with sec- 
ondary school education—would be sent 
throughout the United States for both under- 
graduate and medical education. This would 
take approximately a ten year period for 
clinicians, with a smaller percentage going 
into medical education. 

3. An accelerated program which could be 
instituted by setting up one medical school 
here in the United States to accommodate 200 
students a year for a two year concentrated 
premedical course, a three year concentrated 
medical course, and a one year internship, 
preferably in a major United States medical 
center (where part-time teachers could do 
their part in this voluntary effort). This could 
produce 200 practicing physicians every year 
beginning in the sixth year. 

4. At the same time a medical school should 
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be initiated in every area receiving aid or an 
existing school brought up to standards. The 
most feasible system would be the close 
affiliation of a specific nation with one of the 
major United States medical schools, subsi- 
dized by the U. S. government to supervise 
every aspect of the medical education in that 
nation for the length of time necessary. 

5. Leaves of absence of varying periods of 
time could be arranged by the medical schools 
for their overseas teachers. (The undergradu- 
ate school should arrange aid in language 
study.) Thousands of retired physicians, 
medical educators, and administrators would 
be available for many of these posts. 

It would be mandatory that any student 
coming to the United States to train in any 
capacity return for at least a five year period 
to his native land. It would be extremely 
detrimental to the entire program if any of 
these students, becoming accustomed to the 
high standard of living here, be allowed to 
stay. 


International Research. Research in medi- 
cine is not just a luxury attained after reach- 
ing a certain stage in clinical achievement, it 


is the unseen future, which may make our 
present accomplishments seem almost empiric. 
The misery and premature death caused by 
many illnesses extant all over the world are 
in the process of extinction today in the 
laboratories. Illnesses of any nature, uncon- 
trolled, affect man universally and, by the 
same token, are the universal responsibility of 
all men of medicine. As Dr. Howard Rusk 
has so cogently stated in his proposal to 
initiate an International Health and Medical 
Research Act, “The United States has no 
monopoly on creative imagination, ingenuity, 
and research potentials.” This Act would be, 
in essence, the fifth point in the program 
whereby men of all nations would be welded 
in an alliance among researchers. 

This is the program. It is designed as a fun- 
damental humanitarian effort by American 
physicians and paramedical personnel to assist 
less fortunate nations in attaining decent 
standards of health. It is planned for both the 
immediate and long-term effect so that a 
nation may eventually sustain it with dignity 
and self-respect. It would place the United 
States in the position of affirmation of its 
beneficence to the welfare of man, wherever 
he may be. 





Now Is the Time for Immunization Against Influenza 


Influenza is endemic, but also occurs in epidemic form in cycles at unpredicted 
years, but most frequently in the fall or late winter months. 

Immunization should be begun in the very early fall. 

Patients of all ages suffering from chronic debilitating disease should be pro- 
tected, as well as pregnant women and children. 

Dosage schedules should be adjusted to the individual patient. All allergy pa- 
tients should be tested intradermally with the vaccine being used. In most cases 
these patients should be given repeated small doses, at short intervals, until the full 


dose is reached. 


Immunization should be repeated in January. 


J.A.M \.—SEPTEMBER, 1961 


—Frieda Baumann, M.D. 








Local Ventricular Eversion Following 
Acute Coronary Occlusion* 


Constantine J. Tatooles, M.D. 


DisTURBANCES IN RHYTHM and electrical 
activity in cardiac muscle following main 
coronary artery occlusion have been studied 
extensively; however, relatively little is known 
about the immediate mechanical changes in- 
duced. This is particularly true regarding 
events that occur in fractionate portions of 
myocardium that are directly influenced by 
varying degrees of ischemia. 

Various techniques have been employed to 
record the dynamic changes in the ischemic 
areas of the myocardium. Tennant and Wig- 
gers' described an optical method that per- 
mitted direct recording from the ischemic 
muscle. This observation presented incon- 
testable evidence that the ischemic muscle no 
longer contracts normally and may even 
stretch during ventricular systole. Using the 
electrokymogram and roentgenkymographic 
procedures. Prinzmetal and co-workers? and 
Dack and co-workers* also observed that the 
ischemic muscle stretches or “balloons” during 
systole. Prinzmetal and co-workers? also stud- 
ied the ballooning by means of high speed 
motion pictures of the ischemic dog heart. 


*This paper won the first award in the Research 
Contest sponsored by Branch Two, Cuicaco, com- 
memorating the ninety-fifth anniversary of the 
founding of the Mary Thompson Hospital, Chicago. 
The paper was presented at the meeting of Brancu 
Two, April 12, 1961. 





Dr. Tatooles received his M.S. and 
M.D. degrees from the Graduate School 
of Loyola University and the Stritch 
School of Medicine, respectively, Chi- 
cago, in June, 1961. He is serving @ ro- 
tating internship at the University of 
Chicago Clinics, Chicago. 
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However, significant differences appeared 
in the observations of these various groups 
and descriptions of the immediate mechanical 
alterations in muscle contrzction were omitted. 
Important differences included (1) time of on- 
set of loss of contractility and (2) the precise 
period during systole in which ballooning 
occurred. 

In order to investigate these points of issue, 
the present study employed the suturing of 
a number of small Walton strain gauge 
arches*® directly to the ventricular myo- 
cardium, both inside and outside the distribu- 
tion area of a given coronary artery. Record- 
ings of the mechanical contractility were thus 
made from several discrete areas of the myo- 
cardium before, during, and after coronary 
occlusion. The data permit resolution of the 
afore-mentioned questions. 


PROCEDURE 


Experiments were performed in 24 mongrel 
dogs, anesthetized with sodium pentobarbital. 
Under positive pressure respiration a thora- 
cotomy was performed through the fourth left 
intercostal space and a pericardial cradle was 
made to expose the heart. Small strain gauge 
arches were sutured directly to the myo- 
cardium within the area of the various branches 
of the coronary arteries. Carotid blood pres- 
sure and lead II of a standard limb lead 
electrocardiogram were also recorded simul- 
taneously on a Grass six-channel polygraph. 
An umbilical ligature with a sliding glass rod 
was placed about the proximal portion of the 
left coronary, the anterior Cescendens, or the 
circumflex artery. After a suitable control 
period the ligature was tightened around the 
artery. The occlusion was maintained for pe- 
riods varying from 10 seconds to 20 minutes. 
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VENTRICULAR EVERSION FOLLOWING CORONARY OCCLUSION—TATOOLES 


RESULTS 


Figure 1 shows tracings recorded from 
strain gauge arches sutured to the left ventricle 
in the distribution area of the circumflex 
artery (top tracing) and the anterior de- 
scendens (second tracing). Upon occlusion of 
the anterior descendens there was a slight in- 
crease in the force of contraction in the area 
of the circumflex artery. However, in the 
ischemic area of the anterior descendens the 
force of contraction, or contractility, rapidly 
decreased to zero and was replaced by ex- 
pansion or eversion of the muscle tissue be- 
tween the two limbs of the strain gauge arch. 
This eversion represents stretching of the small 
mass of myocardium from which the gauge 
was recording. The eversion extended pro- 
gressively until the release of the occlusion, 
which was followed by the gradual return of 
contractility. It is interesting to note the pro- 
gressive recovery in force of contraction, its 
significant increase to levels considerably in 
excess Of control, and its eventual return to 
control levels after approximately two minutes. 
A transient increase in blood pressure was also 
noted during the occlusion. The heart rate and 
the ECG remained unchanged. 
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Figure 2 illustrates the changes in con- 
tractile force in three different locations on 
the left ventricle when the proximal region of 
the anterior descendens branch of the left 
coronary artery was occluded. There was a 
slight increase in amplitude of contraction in 
the area of the posterior circumflex (top trac- 
ing). A prompt and progressive decline in 
amplitude of contraction was recorded from 
an area between that predominantly supplied 
by the posterior circumflex and the anterior 
descendens distribution. In the area of the 
anterior descendens, contractility rapidly de- 
clined to zero and was replaced by expansion 
or stretching of the ischemic muscle. The 
eversion became more extensive even after the 
release of the occlusion, but it was followed 
by a gradual recovery to a greater contractile 
amplitude than obtained in the preocclusive 
period. Blood pressure decreased slightly but 
no gross changes occurred in the heart rate 
or the ECG. 

A record of the eversion made at a high 
speed is shown in figure 3. Again, the initial 
change was a progressive decline in amplitude 
of contraction of the ischemic muscle. A 
biphasic response gradually developed in 
which the muscle showed an initial low in- 
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Fig. 1. Simul- 
taneous recordings 
of myocardial 
force of contrac- 
tion of the left 
ventricle in the 
area of the cir- 
cumflex artery and 





H.R. 


120- 


80- 
40- 


ECG 


).A.M.W.A.—SEPTEMBER, 1961 





anterior descend- 
ens, together with 
other dynamic 
events. The signal 
indicates the time 
when the proximal 
portion of the an- 
terior descendens 
was occluded. 
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Fig. 2. Changes in TiME 
contractile force in 
three different seg- 
ments of the left ven- 


tricle during occlu- L.V. morta en TT ia 
sion of the anterior PCST n 
descendens artery, CIRCUMFLEX 
showing the reversal 
in the ischemic region LV 
representing actual MIDOLE 
eversion of this mus- AREA 
cle segment during 
ventricular systole. 
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tensity contraction lasting only a small portion 
of systole. This initial contraction was inter- 
rupted and replaced by actual stretching as 
ventricular pressure attained higher levels. The 
biphasic response was short, lasting as the ini- 
tial contraction became progressively weaker 
and disappeared. Ballooning appeared im- 
mediately upon the initial development of in- 
traventricular tension. Maximum ballooning 
occurred late in the period of occlusion and 
was followed by progressive recovery. The 
latter was marked by a gradual decrease in 
amount of ballooning during each successive 
cycle, with the eventual appearance of a small 
initial contraction. During this period there 
was neither significant contraction nor signifi- 
cant stretching of the muscle segment, which 
had been ischemic during the occlusion; con- 
traction then rapidly became more pronounced 
and all tendency to evert disappeared. 
These alterations in myocardial contractil- 
itv have also been studied by means of high 
speed motion pictures in which small cir- 
cumscribed areas within the distribution area 
of the occluded artery were grossly observed 
to evert. More precise analysis of alterations 








in mechanical events were not practical using 
this technique. 


DISCUSSION 


In the fast tracing it is evident that during 
the initial period of ischemia a weak contrac- 
tion appeared early in systole and was fol- 
lowed by ballooning, but, with continued oc- 
clusion, this disappeared and eversion of the 
ischemic muscle occurred promptly at the 
onset of systole. 

After release from a short period of occlu- 
sion, contraction of myocardial segments 
within the involved zone generally became 
more forceful than in the control, preoc- 
clusion period. Such exaggerated contractions 
rose to a maximum and then gradually re- 
turned to control levels. There is no definite 
explanation for such a response, but it should 
be noted that it corresponds in time with the 
marked increase in coronary flow ascribed to 
reactive hyperemia® following similar occlu- 
sion procedures. The duration of the in- 
creased force of contraction seems also to be 
roughly proportional to the duration cc- 
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clusion, again, in parallel with the duration of 
reactive hyperemia.’ Conceivably, both re- 
sponses could be associated with the local 
accumulation of metabolites and the catechol- 
amines during the occlusion period, but, as 
shown by Coffman and Gregg,’ the factors 
responsible did not appear to be washed out 
immediately with the elevated levels of flow, 
for the duration of hyperemia increased with 
the length of occlusion. During the time of 
reactive hyperemia, it is conceivable that there 
is an increased volume in the interstitial 
space, which exerts a greater amount of ten- 
sion on the myocardial fibers. This tension 
could cause the myocardium to act as a pre- 
loaded muscle preparation, which would give 
rise to the greater force of contraction that 
is limited to the area of the reactive hyperemia. 

The ability of the myocardium to withstand 
severe ischemia and to recover fully is a matter 
of great practical interest. The experiments 
were not designed to test this ability, but the 
following observations are apropos. 

The first occlusion in any given experi- 


















ment was generally followed by considerably 
less dynamic change (in arterial pressure, in 
ECG, or in force of muscle contraction) than 
in identical occlusions that followed. If the 
recovery period between occlusions was short, 
dynamic changes were correspondingly greater. 
Therefore, an initial occlusion frequently 
required 10 to 15 seconds before marked de- 
pression of contractions occurred. On suc- 
cessive occlusions of the same large artery, 
depression of the same zone of ischemic 
muscle appeared earlier and became more 
severe. While eversion of the ischemic section 
did not appear during an initial short oc- 
clusion, it did appear after repeated occlusions. 
Also, prolonged occlusion frequently induced 
eversion when short occlusions did not. In 
all of the procedures contractions were re- 
stored provided the coronary ligatures were 
released within one minute. Wiggers*® re- 
ported that contractility was not restored 
when a coronary clamp was left in place 
longer than 20 to 60 minutes. It also was noted 
that in all fresh preparations, a transitory ele- 
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Fig. 3. Effect of coronary artery occlusion recorded at high speed (25 mm./sec.), showing progressive decline 


in contractile force followed by the gradual development of eversion. The initial contraction gradually weak- 
ened until eversion was finally observed promptly at the beginning of systole. The reverse occurred during 
recovery. 
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vation in systemic blood pressure followed 
immediately after occlusion in spite of de- 
pressed contractility of the ischemic muscle 
zone. This preliminary systemic pressure rise 
was generally abolished by bilateral vagotomy, 
and may be related to reflex vasoconstriction 
initiated by receptors within the ischemic 
myocardium. 
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Membership Is My Business 


Hardly a week goes by without our seeing an article in a magazine or newspa- 
per noting the need for more physicians. There are many young women qualified 
to enter medical school who hesitate and do not go at all because of the finances 
involved. One of the very important functions of the American Medical Women’s 
Association is to offer financial aid to such students. However, our help in cur- 


tailed by limited funds. 


Enlarging the membership of AMWA results in an increase in our available 
funds and, consequently, an increase in our ability to offer financial help to the 


medical students who will succeed us. 


The need of more funds for scholarship loans is urgent; an effort to increase the 
membership is therefore the business of every member of the AMWA. 





—Camille Mermod, M.D. 
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Some Thoughts on Being a Physician” 


Charlotte G. Babcock, M.D. 


PHYSICIANS SELDOM HAVE an opportunity to 
talk about one of the most important things 
in their lives—what it means to be a physician. 
Demanding schedules curtail conversations 
between us to a hasty report on a case, or an 
essential word about a new drug, or pro- 
cedure, or medical concept. In social sitations 
we exercise restraint in these matters out of 
respect for the Hippocratic Oath and out of 
fear that we may be boring to our friends in 
other fields. Yet, physicians are interested in 
their career lines and curious about their pro- 
fessional choice. Reflection upon how one ar- 
rived where one is in life often adds depth and 
wisdom to knowledge. A few comments, first, 
about what might be called the sociology of 
medicine, and secondly about our identity as 
physicians, may give impetus to such reflec- 
tion. 

At some early moment in life aspects of 
health and disease became our personal con- 
cern. Attitudes of our parents and their so- 
cietal milieu affected us; most of us have child- 
hood recollections tinged with notions about 
“being hurt,” “being sick,” and “being taken 
care of.” Who was cared for and who was the 
care-taker in our memories was determined by 
the patterns of function of parents and siblings 
that existed in our respective families. An il- 
lustration is provided by a minor but vivid 
event recalled from my childhood. One morn- 
ing in the days of “natural gas” before I was 
four, a loud pop in the kitchen heralded the 
appearance of my mother in the doorway with 
her hair singed. My fright was extensive and 
unpleasant. Within hours, I was to learn that 


~*From a paper read at a dinner meeting of Zeta 
Phi, Woman’s Medical College of Pennsylvania, 
Philadelphia, Feb. 13, 1959, 
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my mother was not only frightened but also 
angry, a reaction somewhat puzzling to a 
small child. Further, this incident resulted in 
calling the “family doctor.” It evoked reponse 
in the neighbors who came to talk about it 
and to offer their help, in the gas company, 
and in the reporter for the local newspaper. 
The society of our village was involved in 
this threat to the well-being of one of its 
family units, and a chance happening was no 
longer a private matter. The sociology of 
medicine had become a reality. 


Healers are an integral part of every society. 
Both the person who becomes the healer and 
the society that needs the healer contribute to 
attitude and work patterns of a society’s 
medical personnel. Each society has distinc- 
tive configurations of social institutions that 
reflect and perpetuate its modes and attitudes. 
In this country in this decade it is an accepted 
practice that children are born in hospitals; 
each hospital has its own pattern of obstetrical 
care, similar to but not identical with that of 
a hospital two blocks away. Each hospital has 
its own pattern of social relations, usually 
defined in a hierarchical system, so that in 
many instances the intern has more status 
than the head nurse, but it is rare that the 
resident’s status supersedes that of the super- 
vising nurse. The position of the medical stu- 
dent may be somewhat better in terms of his 
status with the patient than that of the student 
nurse, but she may have a better position in 
terms of her relationship to the patient. Both 
have more status, regardless of years of ex- 
perience with patient care, than an attendant, 
who may be the person most skilled in con- 
tributing to the comfort and relaxation of the 
patient. Babies born in our culture in this 
decade may or may not experience “rooming- 
in”; whether or not they will depends not 
only on objective norms for health of young 
infants and their mothers but also upon the 
attitudes and values of the attending physi- 
cians and the nursing staff. All of these values 
and mav help or hinder the establishment of 


686 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


may bring order into the life-giving processes 
patterns of socialization in a young infant; 
they may also influence the ease or awkward- 
ness of the taking on of the role of parent- 
hood. 

In our society, the immediate impact of 
illness is felt not only by the sick person 
and the members of his family but also by 
his emplover, his co-workers, and other people 
whose lives he touches indirectly through 
his work or social relationships. Some measure 
of this impact is provided by the fact that 
nearly 8 million Americans are disabled by 
illness or infirmities on any day of the year. 
When these millions fail to perform their 
ordinary social and personal roles, the work 
and well-being of millions more are affected. 
To handle illness we have developed a vast 
institutional complex, bringing together a great 
interrelated and interdependent variety of 
personnel, organizations, and facilities—phy- 
sicians, nurses, dentists, pharmacists, tech- 
nicians, social and health workers, researchers, 
research centers, and other agencies—to pro- 
tect the public’s health as well as the health 
of the individual. These are supported by 
money-producing sources ranging from those 
of government, to drug houses and other busi- 
ness firms, to private philanthropists. Central 
to this vast and loosely organized complex 
of people and institutions is the medical school 
and the teaching hospital, which are them- 
selves continuously subject to the changing 
needs and expectations of our _ society. 
Through the medical school the culture of 
medicine is transmitted to students, and, 
through its practitioners, advances in the cul- 
ture must occur. In a sense every outstanding 
physician is in some degree a historian of 
inedicine, taking pride and finding precedent 
in the values and accomplishments of the 
great physicians of the past. Medical schools 
thus become the guardians of the values basic 
to the effective practice of medicine. 

Who are we, the students of medicine? How 
do we experience the conflicting attitudes 
toward health and disease that exist around 
and in us? When do these evaluations of 
health and disease facilitate our work with 
the patient, or hamper its efficiency? In the 
last decade sociological and psychological 
research' has explored “who we are and 
whence we come.” These studies confirm the 
impression that many of us are the children 
of physicians, or in our childhood experienced 
close relationships with people in the service 


professions, which facilitated an interest in a 
medical career. But many of us came fron 
families in which there was no_physici: 
Sometimes the ideal was provided then 

the physician who cared for one or for a 
member of one’s family, or perhaps in one’s 
family education was highly valued. Again 
one’s family might have been mobile in the 
society so that becoming a physician offered 
a way not only to become learned but a way 
to become wealthy and, certainly, respected. 
The motivation to become a physician is mul- 
tiple, never simple. It is usually derived from 
many, many sources within one’s experience 
and often made up of emphases and shifts in 
emphases of the most profound kind within 
the range of human behavior. A nursing stu- 
dent once recalled an experience of being 
reassured in a most impressive way by her 
family physician when she was a very sick 
child. He lovingly shared with her an im- 
portant piece of his medical knowledge, name- 
ly the use of his big watch to measure the 
pulse rate. His sensitivity to her fears in the 
face of a high fever and its accompanying 
nightmare led him to indicate to her the 
order of the human body, the regularity of 
heart beat, and its continuous function. He 
had the physician’s most precious asset, calm- 
ness in the face of uncertainty, and he told her, 
“You can count it and count on it.” When 
she was fifteen, having decided that she would 
become a nurse, she wrote a famous school 
of nursing to know what kind of a watch she 
should buy in order to have it when she 
entered nursing school. The school, full of 
academic criteria for admission to nursing edu- 
cation and with its own values about what 
is important in producing a nurse, sent her 
a curt and unfeeling reply. It was a rude shock 
to this young woman’s fantasy, but it pro- 
vided a step in an awareness that a mechanical 
timer had become a symbol for an important 
interpersonal relationship and that becoming 
a nurse had a more profound meaning than 
she had yet imagined. 


Similarly, becoming and being a physician 
has profound meaning beyond the facts of 
medicine. The social matrix that supports us 
and to which we make contributions is built 
of many things of the past and present. At- 
titudes toward health and disease held by 
each of us, are similar but by no means identi- 
cal. They spring from both our past and cur- 
rent experiences as well as our past and cur- 
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rent concepts. Further, as physicians, we must 
be aware that these phenomena of past and 
present are even more true for our patients. 
With each patient, each disease and disorder 
from. measles to multiple sclerosis, we must 
work not only with the disease process but 
with the person who has the disease process. 

A new patient comes into your consultation 
room. Stimulated by your unique _history- 
taking technique he gives you a definitive his- 
tory. Throughout the physical examination 
and the necessary laboratory tests you relate 
to your patient and he to you. You establish 
the presumptive diagnosis and develop a good 
treatment plan. 

But will the patient get well? Will he fol- 
low your directions? Will he be in your eyes 
a good patient? Maybe his idea of a good 
patient and yours is not the same. Or per- 
chance he is so anxious for many reasons, 
which may or may not be known to him or 
to you, that even though you make an accur- 
ate diagnosis and proffer an excellent treatment 
plan, he cannot hear a thing you say, much 
less carry it out. Let us speculate a little as 
to who you might be to him. His head tells 
him you are his physician. But let us look 
imaginatively around the consultation room, 
and see who else is in the room, in addition 
to the conscious attitude of your patient and 
the willing helpful attitude of you, his phy- 
sician. Most likely you are not only you as 
you are, but also the physician, good or bad, 
of his childhood, who was helpful, hurting, 
punishing, or an object of fear. More than 
likely, his mother is there in the room with 
you; true, you do not look or consciously act 
like his mother, but again his relationship with 
her, friendly, frightening, nagging, criticizing, 
forbidding, loving, or rejecting is there. If 
you are a woman about the patient’s age, you 
may find projected onto you some of the 
attitudes he has toward his wife, or hers to- 
ward him. And if you are younger or older, 
possibly some sister figures as supporters or 
competitors will be there too. All of these 
figures come from what we can call grossly, 
the sociology of the patient, from his culture 
and culture patterns and the part that health 
and disease have played in his experience. 

But there are more figures in that room. 
You are there, and there in many ways. There 
is your image of yourself as a professional 
person, derived from your earliest contacts 
with health and disease, and realigned in the 
light of your professional training. This pro- 
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fessional image includes many images built up 
from your teachers. Your professor of medi- 
cine may be looking over your shoulder, 
helpful or critical, as he appeared to you in 
medical school. The expectations of your hos- 
pital superintendent are there, or the pathol- 
ogist of your staff, or the nurse who has just 
said admiringly, “Gee, Doctor, you can do 
everything,” or, admonishingly, “If you don’t 
see that patient soon, you are going to be 
without an office nurse!” Your image includes 
your concept of yourself right now in the 
face of your fatigue, or of a puzzling diagnosis, 
or of your missed lunch hour. It includes your 
own image of yourself as a woman, who must 
interact with men and women both socially 
and professionally, relationships that often de- 
mand the greatest skill and understanding. 
Your mother and her attitudes toward men 
are there. Then, too, there is your own image 
of yourself when you are sick, which reacts 
to that sick patient now in front of you with 
contempt, pity, or compassion; or maybe, if 
he does not speak either your spoken or your 
body language, you react with a sense of 
alienation because you do not understand his 
culture. Quite an assortment of people are 
in this room with your patient and you; and 
upon all of them operating as a team, or in 
conflict, will depend the movement toward 
health in your patient. For most of us, most 
of the time, the figures in the room in addition 
to our conscious, present, active self, are well- 
disciplined, and properly related to our cur- 
rent work goals through the processes of 
socialization and education that have helped 
us to arrive at our present professional 
position. 

Thus my first thought that we see ourselves 
as physicians within our social matrix brings 
me to my second point. What is our profes- 
sional identity: how do we obtain it, and 
even more, how do we maintain it? 


Understanding the society that supports 
us as physicians will help us understand our 
identity. One of the most startling experiences 
for a physician is to discover, as she listens 
carefully to her patients, the many things 
that she is to her patients. On some oc- 
casions we are the healer, on others the 
teacher, again the administrator, and, not in- 
frequently, the recipient of things other than 
the pathological specimen. In addition to those 
that society creates for us, we ourselves have 
built up around us many myths, many notions 
about medical behavior and attitudes. For ex- 
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ample, a medical student once asked me if it 
was correct, as he had heard from a resident 
colleague, that phychoanalysts did not eat 
any meals with other physicians—in order to 
preserve the anonymity and calm expected of 
a psychiatrist who should be unruffled for 
his patient! A fine myth had grown up; not 
only had Freud’s comment about the resolution 
of the psychiatrist's problems to the degree 
that they would not interfere with his judg- 
ments in his work with his patient been grossly 
distorted but, in addition, an act of behavior 
had been made a stereotype. Developed in 
another’s fantasy, it had become a false piece 
of learning. Because the needs of people are 
sO great, greater than we can meet as physi- 
cians, people perceive us correctly and incor- 
rectly. Thus it becomes imperative that we 
ourselves understand the values and norms 
that make up our self-image. 

Let us look at the values and norms which 
come, with constant shifting in weighting it 
is true, to be defined as requirements of the 
physician’s role in our society. Merton’ lists 
in abbreviated form a number of these norms 
and their co-ordinate norms, the co-ordinate 
norm being, as a rule, if not inconsistent with 
the norm at least sufficiently different to make 
it difficult both for the medical student and 
the physician to live up to them both. I will 
draw only one or two from each of his three 
broad categories of values that govern the 
physician’s self-image in our society and let 
you think about others that will occur to you 
spontaneously. First, recognized values of our 
society governing the patient’s self-image are: 


o 


1. The physician should continue his self- 
education throughout his career in order to keep 
pace with the rapidly advancing frontiers of 
medical knowledge. But (the correlate), he also 
has a primary obligation to make as much time as 
possible available for the care of his patients. An 
example of how the physician experiences this 
conflict of values can be expressed thus: Shall I 
make rounds on that very sick patient on Ward 
B again tonight, or shall I trust the resident to 
see him and go to the County Medical Society 
meeting? 

2. The physician must have a sense of autono- 
my; he must take the burden of responsibility and 
act as the situation, in his best judgment, requires. 
But (the correlate), autonomy must not be al- 
lowed to become complacency or smug self- 
assurance; autonomy must be coupled with a due 
sense of humility. In other words: When do I 
call a consultation; what self-examination must I 
do and what doubts must I suffer if the patient 
dies? How can I strengthen my self-confidence? 


Second, Merton lists values governing t :¢ 
patient-physician relationship: 


1. The physician must recognize that diagno is 
is often provisional. But (the correlate), he mist 
have the merited confidence of the patient w io 
wants “to know what is really wrong” with hin, 
These conflicting values demand that we must 
keep our counsel but support the patient and is 
family. Shall I say the diagnosis is not clear and 
risk his anxious wrath and have to deal with his 
anxiety or shall I be autocratic? If so, what does 
this do to my conscience and to his well-being: 

2. The physician must not prefer one patient to 
another, and must never be hostile to a_ patient, 
no matter how un-co-operative the patient. But 
(the correlate), the most rewarding experience 
for the physician is the effective solution of a 
patient’s health problems. 


Third, Merton lists those values governing 
the relation to colleagues and the community, 
of which the following are examples: 


1. The physician must respect the reputation 
of his colleagues, not holding them up to ridicule 
before associates or patients. But (the correlate), 
he is obligated to see that high standards of prac- 
tice are maintained not only by himself bur by 
other members of his profession. , 

2. The physician must do all he can to prevent, 
not only to help cure, illness. But (the correlate), 
society more largely rewards medical men for 
therapy than for prevention or research. 


These give you some idea of the problem. 
The ability to blend these potential, yet seem- 
ingly incompatible values, into consistent, 
stable, and yet flexible patterns of professional 
behavior must be learned. The accomplish- 
ment of this constitutes a great deal more than 
what we subsume under medical ethics. This 
is well stated by Alan Gregg:* 


. my central theme concerns the profound 
power of experience in shaping us for the practice 
of medicine, the power of experience as con- 
trasted with the mere acquisition of information. 
. . . What binds our profession together through- 
out the world is not so much the facts that we 
agree upon or the knowledge we share, as the ex- 
periences we have all gone through, and the way 
we understand them and fit them into our pattern 
of values. . .. Our professional history hangs to- 
gether because the cardinal experiences of the 
doctor with death, birth, responsibility and confi- 
dence, fear and courage, ignorance and learning, 
power and powerlessness, have remained so little 
changed through the centuries, and even through 
the last few decades. 


If we review our memories, we know we 
did not feel like a physician on the first day of 
medical school. It has taken each of us long 
years of grooming to come to feel “like a 
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doctor” and to have a sense of personal in- 
tegrity that makes work a source of gratifica- 
tion rather than a burden, to experience the 
certitude in the face of uncertainty that gives 
meaning to human striving, and lets one “de- 
fend the dignity of his own lifes style 
knowing that an individual life is but a seg- 
ment of history.”* 

Great assets exist embedded in the vast 
knowledge that is medicine, which help the 
person who chooses this career to become a 
physician, a parent, a teacher, and a researcher. 

First, there is the training that we have 
received for uncertainty. Perhaps this is one 
reason why the courses in medical school are 
so heavy; one must literally be exposed to 
more knowledge than he can encompass in 
any given time in order that he will forever 
be able to meet with humility of spirit but 
with a “holy curiosity’* the perplexities and 
contingencies that he will encounter through- 
out his practice of medicine. For the thought- 
ful and imaginative physician, each new pa- 
tient continues our training for uncertainty. 
The abilitv to tolerate without undue anxiety 
the fact that we do not know all, or cannot 
use all that we know, is essential to the prac- 
tice of medicine. And the second asset is a 
part of the first. For it is by our shared ex- 
periences, our discoveries of the uncertainties 
involved in career choosing, in weighing the 
values each for ourselves and for each other, 
in making the decision for a general practice 


or specialty practice, in feeling the encourage- 
ment from both the achievements and the fail- 
ures of our predecessors, as they too shared 
the experiences of meeting the problems of 
health and illness, of life and death, and all 
its pettinesses and profoundities in between, 
that we develop and sustain ourselves as 
mature physicians—responsible, compassionate, 
and wise. Such integration of emotion and in- 
tellect “permits participation of followship (in 
our profession), as well as acceptance of the 
responsibility of leadership.”* And when we 
have such integrity and maturity, the conflict- 
ing problems of whether to be a wife and 
mother, and/or a doctor, a teacher, or prac- 
titioner, an urbane and cultured person, or a 
troubled conflicted and unhappy technician— 
fall aside. 

We are our past, our present, and our fu- 
ture. May our careers in medicine use the as- 
sets of all of these well. 
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Use of Salk Vaccine Urged 


Luther L. Terry, Surgeon General of the Public Health Service, announced on 
August 17 that the PHS had granted a license to manufacture Sabin live, oral 
polio vaccine Type I. Dr. Terry added “that an oral vaccine providing protec- 
tion against all three types of poliomyelitis will not be available for some time. 
The vaccine being licensed today produces immunity only against Type I polio. 
Therefore, it is of the highest importance that vaccinations continue with the 
Salk vaccine, which is the only weapon we have today to provide protection 


against all three types of polio.” 


J.A.M W.A.—SeEpTEMBER, 1961 


Observations of a Pilot “Health Education 
Center ina New-Immigrant Town in 


the Upper Galilee* 


Naomi R. Bluestone 


THE SMALL IsrRaAELI town of Qiryat Shmona 
lies in the valley between the mountains of 
Lebanon and Syria. It is a sprawling collection 
of housing developments, schools, and small 
shopping centers built along the mountainside. 
Qiryat Shmona is a peculiarly Israeli phenome- 
non—a town that sprang up literally overnight, 
peopled with new immigrants to the country 
whose greatest common bond was the need 
to be settled quickly in as normal a living 
situation as possible. Ten years ago it con- 
sisted of 300 people living in Arab huts; today 
it is a boom town of 14,000 residents, most of 
whom have been in the country for only a 
few years. These new Olim, as they are called, 
come from more than 30 different countries, 
but most of them are from North Africa and 
Israel’s surrounding Arab states. 

The new Olim here are nick-named “the 
primitive ones,” not unkindly, and so indeed 
they are. Educating them to take their place 
as responsible citizens in a twentieth century 
mechanized democratic state is truly a massive 
undertaking. The most basic discipline they 


*Reprinted with permission from the Transactions 
e& Studies of the College of Physicians of Philadelphia, 
28:135-140, Jan., 1961. This paper was the William 
Harvey Perkins Prize Essay II, Section on Public 
Health, Preventive and Industrial Medicine, College 
of Physicians of Philadelphia, 1960. 
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must acquire, the foundation of all subsequent 
adjustments in thought, culture, and strength, 
is thorough grounding in their education 
toward health. The people of Israel recognize 
that a people scourged by trachoma, tuber- 
culosis, malnutrition, and high infant-maternal 
mortality, with all the other attendant afflic- 
tions of ignorance and backwardness, will 
never be able to aid the growth of a new na- 
tion. It is for these persons, nurtured in pover- 
ty, ignorance, and gross sociological affliction, 
that a pioneering program in health education 
has been set up by the Ministry of Health of 
the Israeli Government. 

The agency charged with this rather awe- 
some task is housed in a friendly-looking 
building, in appearance not unlike the recrea- 
tion hall in a summer camp. This is the 
“Mercaz Ha-briut” (Health Center) whose 
modest exterior belies the extensive work it is 
doing in this part of the northern Galilee. Its 
facilities include a comfortable meeting room, 
with an expanding medical library, which 
includes all the leading international journals 
of public health; a “maternity suite” for mid- 
wife deliveries of the town babies (with 
accommodations for after-care for 10 
mothers); offices for the Center’s Business 
Manager, Chief Nurse, Medical Director, and 
Director of Health Education; a_ kitchen, 
which serves regular meals to staff and guests; 
and small rooms and nurseries for well-baby 
clinics, as well as some limited clinical fa- 
cilities. 

Three key health workers control the Cen- 
ter’s activities: The Medical Director of the 
center, Dr. Salomonovitch, a European-trained 
gynecologist, supervises four young mid- 
wives; the Chief Nurse, Mrs. Rachel Wein- 
shank, is a native of Israel who co-ordinates 
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the activities of 10 Public Health Nurses; and 
the third member of the team, Mr. Shalom 
Levi, is the only full-time Health Educator in 
the country. An office and custodial crew, 
under the supervision of the Business Manager 
completes the staff. 

The Mercaz, as opposed to health offices in 
other cities, makes no attempt to control civic 
sanitation facilities, such as water inspection, 
garbage and sewage disposal, and antimalaria 
crews. The services that it does supply will 
be briefly outlined and an attempt will be 
made to show how they are approached from 
point of view of specific education toward 
health. 


MATERNITY SERVICES 


Services at the Mercaz begin with the new- 
born citizen whose home is completely un- 
suitable for his delivery and whose mother 
cannot usually negotiate the one to two hour 
(expensive) trip to the hospital in Safed or 
Poria. In the four years of the center’s work, 
there have been 2,000 deliveries with only one 
maternal death. Mothers whose first few chil- 
dren were born in the “old country” are given 
the privilege of a twentieth century birth, 
gleaming and sterile. 

After comprehensive prenatal care, the 
Medical Director carefully screens mothers, 
among whom complications may be antici- 
pated, and these women are sent to the hos- 
pital for delivery. Normal births however, 
are frequently accomplished by the midwives 
alone. After a night delivery by a midwife, 
the physician receives a report, examines the 
placenta, and does routine blood studies (aver- 
age hemoglobin level—8-10 Gm. per 100 cc.) 
when he examines the patient. 

A normal birth at the Mercaz is a highly 
informal affair, easily accomplished without 
instruments, anesthetic, or undue excitement. 
It is characterized by a fine working relation- 
ship between midwife and mother, in which 
apprehension is minimal and co-operation ac- 
tive. There is a rooming-in program for the 
baby, who is always at his mother’s side. 
Visiting hours are also uncurtailed and older 
brothers and sisters are constantly peeking in 
the porch windows and running underfoot. 
It is the firm belief of the Medical Director 
that this liberal policy is well worth the in- 
creased bacterial count in terms of encour- 
aging public trust in the Center and in in- 
creasing the closeness of the family with the 
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new baby. (This policy, by the way, is a 
warmly disputed topic when foreign visitors 
come to the Center.) 

The length of stay of the new mother de- 
pends upon her physical condition and the 
situation at home; despite the luxury of rest, 
quiet, and hot water (all paid for by her in- 
surance program), she is usually anxious to 
be off in four or five days. Before she leaves, 
however, she is taught how to care for her 
baby, how to care for herself, and, therefore, 
how to better care for the other children at 
home. 


MOTHER-CHILD CLINICS 


A mother-child clinic is the next important 
step in the services of the Mercaz. Still called 
colloquially Tipat Chalav (which means, lit- 
erally, “a drop of milk”) this clinic is one of 
many across the country designed to teach 
participants the most fundamental aspects of 
diet, sanitation, and baby care. 

Gaily decorated picture placards on the 
walls demonstrate the value of drinking milk 
and brushing teeth. The green clad public 
health nurse is ready to discuss any problems 
with the new mother, and these are as variable 
as the background from which she comes. 
Before a new immigrant can be taught the 
importance of weekly weighings for her baby, 
she must be taught what a scale is, what the 
numbers mean, and the significance of the 
concept “kilogram.” It is here that prenatal 
instructions are reinforced and the counsels 
of the old grandmother fortunately tempered 
with modern attitudes. Opportunity is afforded 
to chat with other new mothers and a highly 
sociable atmosphere accompanies the weekly 
weighing-in. 

The- new baby’s birth must be properly re- 
corded. (A significant percentage of modern 
Israelis still must confess that “I am about 33 
or 34 years old” because records were consid- 
ered unessential in the old country.) The reg- 
ular weighing and measuring at the clinic is 
important both for the child and for the 
Health Department’s statistics. With a massive 
10 year influx of Jews from every country of 
the world, Israel is faced with the problems 
of establishing norms in body growth. Spock’s 
growth curve for a blonde blue-eyed baby in 
Boston is valueless against a tiny black-eyed 
Yemenite baby in Qiryat Shmona. No one yet 
knows how tall, how wide, and how heavy an 
oriental youngster should be. 
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At the mother-child clinic, there are the 
usual activities of supervision of diet and basic 
immunization procedures. Sick children are 
referred to physicians. And as all this is being 
done, the public health nurse is establishing 
rapport with the heart of her community— 
the individual family. 


PUBLIC HEALTH NURSE 


As the child grows up, he and his entire 
family are assigned to the public health nurse 
who covers his section of the town. Services 
that the American public school nurse per- 
forms in the classroom are taken care of in the 
individual home, for the keynote of the Mer- 
caz philosophy is its family-centered care. 
(The work of the public health nurse in the 
schools is directed toward education of the 
teacher to the health problems of her children, 
so that she may be a well-informed partner 
in the care of the child.) 


The public health nurse is a common sight 
on the rocky roads of Qiryat Shmona. She 
wears a green dress with white collar, sturdy 
oxfords and bobby socks, and usually a floppy 
straw hat to shield her from the merciless 
Middle East sun. She is usually a young girl 
who has completed two or three years train- 
ing at a school in one of the large cities. She 
has been sent by the government for at least 
one year’s service in a border settlement or 
new immigrant village and she is admittedly 
unhappy to be stuck away in this “hick-town.” 
However, her patriotism is strong, and she is 
usually good-humored about the whole busi- 
ness; morale among the young nurses in 
Qiryat Shmona is refreshingly high. 

Because few people in the town have tele- 
phones, she must trudge, frequently from one 
end of the town to the other, to visit patients 
who may well be out when she arrives. If 
they are home, she is joyously welcomed. 

The public health nurse’s task is to teach. 
Each time a baby is bathed in a basin on the 
cot bed, and emerges a scrubbed contrast to 
the encrustations of filth all around him the 
mother receives another lesson on how things 
are done in the twentieth century. After a few 
visits, the mother will learn to bathe the baby 
herself. Then the oldest girl will bathe the 
baby. And then there will be a new baby to 
bathe. If the mother is quick and eager to 
learn, as indeed most of them are, she soon 
sees that as clean as her new baby is, so must 


she be herself, and that the birthright of clean- 
liness is not to be given up when the baby is 
old enough to crawl and get himself really 
dirty. The courtesy of cleanliness must be 
extended to his clothes and his bed and his 
food, but a mother who has been herself ac- 
customed to living more like an animal than 
a human being cannot learn all this at once, 
so the public health nurse goes on to another 
family, carefully controlling both temper and 
sense of humor. 


VISITING SPECIALISTS 


While the nurse is making her rounds, the 
Mercaz is open for business in the form of one 
of its best attended services, the visiting 
medical specialist. Physicians from hospitals in 
the neighboring cities set aside a day of the 
week to come to Qiryat Shmona. A roentgeno- 
graphic and photofluorographic service is ex- 
tended for mass screening procedures; also 
dental services, eye and ear examinations, and 
pediatric consultations—although the Mercaz 
refuses to consider itself a medical organiza- 
tion and claims these are merely preventive 
medical services. Each day, then, brings the 
townsfolk into the Mercaz, and they sit pa- 
tiently, if noisily, until called. Squatting on 
benches, sitting on the floor, chattering in 
Arabic or Persian or Hebrew, they present a 
colorful picture to the visitor. 


AFFILIATED SERVICES 


The Mercaz is not the only medical organ- 
ization in the town and, indeed, its two closest 
neighbors must of necessity work with it hand 
in hand. One of these is the Kupat Cholim 
(Sick Fund) of the Worker’s Union, where 
actual medical treatment is carried out; the 
other is the local new station of the Mogen 
David Adom, the Israeli counterpart of the 
American Red Cross. Telephones between the 
three organizations are buzzing constantly, 
and favors and requisitions are granted liberal- 
ly. All the services of the Mercaz are extended 
to members of the numerous kibbutzim (col- 
lective farming settlements) which dot the 
area, and some special programs are geared 
specifically for them. 


PROFESSIONAL EDUCATION 


The Mercaz, believing that teaching people 
to help themselves is the best method of 
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achievement for the future, offers a program 
of adult education for the townspeople, the 
“kibbutzniks,” and its own staff. Seminars are 
held on infectious diseases such as poliomye- 
litis, problems of older age, and chronic 
diseases, and medical personnel from the 
neighboring cities of Tiberias, Safed, Afula, 
Acre, and Nazareth are invited to attend. A 
successful innovation has been the joint par- 
ticipation of physicians and nurses in one class 
on epidemiologic methods. 


The Mercaz has recently co-operated in a 
60 hour course in Red Cross first aid to recruit 
volunteers from the town to man the newly 
opened station. The Medical Director of the 
Mercaz, who also directs the first aid station, 
and the Director of Health Education are two 
of the instructors of this course; participants 
include members of the nursing and office 
staffs. 


Another well-attended institution is the 
weekly or biweekly class for food handlers 
in the surrounding kibbutzim, which may 
draw up to 25 dungaree-clad workers on an 
afternoon. They participate in lively discus- 
sions concerning their mutual problems of 
refrigeration, sterilization, and inspections. 
The visiting lecturer may be a sanitary engi- 
neer from Jerusalem or one of the class who 
has licked a particularly nasty problem in his 
own kibbutz. 


The highly specific health problems of these 
farming settlements are of particular concern 
to Mr. Shalom Levi, who is himself a member 
of one of them. Much to the regret of the 
Health Department, these pioneering folk 
who, with fearless disregard of life and limb 
drained the malarial swamps when the country 
was still desolate, have not proved as amenable 
to suggestion as the new immigrants. They are 
a stubborn lot who have endured so many 
years of deprivation and sacrifice that they 
feel they cannot be “bothered” with health 
education. It is their great tradition to ignore 
sickness and personal suffering, and they feel 
it almost “sissy” to worry about washing their 
hands before a meal. Mr. Levi, in his capacity 
as Health Educator, serves as a connecting link 
between the twentieth century Health Depart- 
ment and the pioneer settler; he is devoting 
much of his time to the resolution of these mis- 
understandings. Realizing that these problems 
do exist has been the first step forward in the 
eradication of current evils in the communal 
dining room: barefoot waiters, lack of screen- 
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ing against hordes of flies from nearby barns, 
unbelievable noise and confusion, constant 
turnover in kitchen personnel, and, in gen- 
eral, an almost total disregard for the basic 
elements of sanitation and good eating habits. 


INFORMATION CENTER 


In addition to its function as a center of 
some educational activity, the Mercaz is also 
an important source of information on a com- 
munity, national, and even international basis. 

Within the town, the doors of the Mercaz 
are always open; the people know that in time 
of trouble, emergency, or doubt, they will 
receive proper instruction and information at 
the brown building. This willingness to deal 
with all problems has transformed the center 
into a veritable community center—a position 
it views with welcome but, at times, with a 
little dismay. 

On a wider scale officials of the Ministry of 
Health in Jerusalem depend upon the Mercaz 
for vital information concerning the health 
situation in this part of the northern Galilee. 
Reports from the “backwoods” enable the 
central office to plan better lines of attack in 
prevention of disease in the whole country. 
The Mercaz also serves as a source of informa- 
tion for visitors from all over Israel and from 
foreign countries. 


The staff of the agency is especially happy 
to discuss with representatives from new small 
countries mutual problems and comparative 
methods of solving them. Much valuable 
exchange of information is effected in this 
way, and a steady stream of new innovations 
results from these informal chats over morn- 
ing lemonade and cookies. 


FOCUS OF MEDICAL THOUGHT AND RESEARCH 


The workers of Qiryat Shmona consider it 
important to keep themselves in touch with 
the latest trends in modern medicine and are 
eager to make their own contributions along 
that line. At present they are participating in 
a project using a new live oral polio vaccine 
that is given to new babies after they leave 
the Mercaz. 

The Mercaz is also participating in a nation- 
wide research project on rheumatic fever to 
determine incidence and prevalence of the 
disease in the country, as well as possible 
methods of eradication. This work is not con- 
fined to the limits of the town but is extended 
into the kibbutzim, thus enabling comparison 
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of the rural with the urban situation. Advan- 
tage has been taken of the excellent controls 
the kibbutz offers for this sort of study; that 
is, the children all live together, four to a 
room, in the Children’s House, eat the same 
meals, and, in general, share the same socio- 
economic status. (The kibbutz is indeed a 
“ready-made laboratory” for anyone who 
wishes to conduct a study in which control of 
socioeconomic factors is of prime importance. ) 

For aid in this type of work, the Mercaz 
enlists the assistance of the kibbutz physician, 
who is a willing aide to communal workers. 
These physicians are for the most part epi- 
demiologically oriented and can contribute 
accurate statistical data. More than one has 
been eager to prove (and this has been done) 
that a general country practitioner can turn 
in a major piece of research, despite his isola- 
tion from the research facilities of the Medical 
School of the Hebrew University in Jerusalem. 


MEMBER OF THE TEAM 


Although its program is unique from the 
standpoint of health education, the center in 
Qiryat Shmona is but one of many scattered 
throughout the country. Israel is sprinkled 
with government-sponsored visiting nurse 
substations and mother-child clinics, some of 
which function in conjunction with the health 
centers of sizable cities, others of which are 
scattered in way places. Qiryat Shmona co- 
operates with these other health centers 
throughout Israel, which are all linked under 
the national program. Qiryat Shmona falls 
within the Northern District of the country, 
which includes Safed, Tiberias, Afula, Acre, 
Nazareth, and the farmland and Arab villages 
in between. It is in constant communication 
with these other offices of the Department of 
Health, and it participates in common pro- 
grams as another member of the government 
team. 


THE GREATER ROLE 


Both the theoretical forces behind the center 
and the practical forces within the center 
recognize that there is no substitute for teach- 
ing by precept. For this reason, the personal 
lives of the personnel are firmly integrated 
into the town. The Vatikim, or old-timers, 
who man the Mercaz, serve as a central core 
of citizenry for the new town and live within 
the housing developments. They are active in 
civic affairs; they promote legislation that is 


enlightened to the problems of the commu- 
nity; they become good neighbors. And in 
turn, the center gives them a rallying point of 
encouragement, when they feel stranded in a 
wilderness of “primitive ones” and long to 
escape back to the more civilized cities. 

Certainly the most important aspect of the 
work of the new Health Center is its role as 
a uniting, cohesive force in the assimilation of 
people of various cultures in all ways of life. 
Its work in reality far transcends the humbler 
tasks of health education, which becomes a 
means to a greater end, and just a small part 
of the responsibility of the State to build one 
nation of disparate groups of settlers. 


COMMENT 


In all of the afore-mentioned undertakings, 
the policy of the agency has been care struc- 
tured about the individual family unit, with 
accent upon teaching the individual to do for 
himself. This is accomplished by means of 
excellent teamwork, high staff morale and 
sense of purpose, free and unstrained super- 
visor-personnel relations, and co-ordinated in- 
teraction of the various services. The feeling 
tone of the agency is optimistic and busy with 
typically Israeli first-name informality operat- 
ing at all levels. 

It should be noted that life here, for many 
reasons, is of necessity slower-pitched than 
rural life in America. Despite a twentieth cen- 
tury office (early twentieth century) tele- 
phone service is slow, three hours frequently 
being necessary for a routine call to Jerusalem 
and somewhat less to Tel Aviv or Haifa. Pub- 
lic transportation is expensive and all too often 
not available. The hot climate precludes too 
much strenuous midday activity, also. But 
despite the myriad inconveniences encoun- 
tered by the push-button American, progress 
continues steadily, and the center continues 
to play a more important role in the lives of 
the townspeople. 


‘ What have been the objective accomplish- 
ments of the center? 

After four years, the Mercaz has made sub- 
stantial inroads into conditions of mass pov- 
erty, ignorance, fear, misunderstanding, and 
seemingly hopeless backwardness. The basic 
fundamentals of hygiene and sanitation have 
been pounded into the heads of the salvageable 
young leaders of the family. The people have 
learned to turn to the Center for guidance, for 
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care, for material help with innumerable 
problems of daily living in this new, free 
country. The center has experimented, re- 
mained flexible, and is learning new techniques 
constantly in methods of education and service 
to a community totalling 25,100 persons. They 
have proven themselves invaluable to the town 
and pioneered a new concept in the Health 
Center Program, demonstrating that an agency 
geared primarily to education is the answer 
to teaching people to help themselves. Super- 
stitions and belief in primitive methods of 
medical care are being steadily swept away 
and replaced by faith in Israeli physicians. 
(No less remarkable is the fact that the center 


has not alienated the people whom it is trying 
to help by any lack of understanding of their 
customs. ) 

Health workers at the agency frequently 
confess to feeling overwhelmed, inadequate, 
and even unsure quite what it is they are 
trying to accomplish. Having no precedent to 
follow, they are experiencing all the problems 
of an agency with a new purpose. Their pro- 
jected goal for the future is to maintain their 
progress to date, a progress that they feel to 
be almost “too good to be true,” and to find 
better methods of organization and follow 
through of activities. Their success seems 
assured. 








Dra. Ruth W. de Tichauer interviews a patient under her 
eucalyptus tree in La Paz, Bolivia. Dra. Tichauer’s patients 
are Aymara Indians from the temperate valleys around La 
Paz, from the tropical rain forests, and from the high alti- 
tude plains. They are unaccustomed to modern medical care 
and so Dra. Tichauer has devised many techniques to gain 
their confidence. (See Dra. Tichauer’s article, Three Types 
of Medical Offices for Underdeveloped Areas, in The 
Journa 15:1079-1080, Nov., 1960.) 
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The Adversary Within * 


Fred M. Taylor, M.D. 


But prove all things; hold fast that which is 
good. (I. Thessa. 5:21) 


AT HEART WE PHYSICIANS have a strong pro- 
pensity for holding “fast that which is good.” 
In order to fulfill St. Paul’s afore-mentioned 
inspired principle, it is necessary to draw right 
conclusions, and to evolve from confusion that 
nearest truth. This is not an easy task. It is 
beset with many difficulties; it is necessary not 
only to gather and study basic facts but to 
define them. In addition, the mere exigencies 
of practice, and those of society itself, grow 
no simpler with each day of rapid techno- 
logical achievement. Indeed, they make the 
effort to “prove all things” a painstaking job. 

his situation is made more difficult by a 
common, fundamental problem: words have 
different meanings and usage. Neither do they 
strike everyone with the same connotation. 
The simple prestidigitation is this: meaning is 
distorted and camouflaged. 

Words are used in many instances, either 
intemperately or dishonestly, to attain goals. 
This serves to lessen the breadth of that fine 
line between exaggeration and fraud. Not that 
we all live up to the loftiest ideals, far from it. 
But nowhere in word usage is that line thinner 
and more wanting of substance of true mean- 
ing than when principle is being subverted for 
the sake of expediency. 

Whether within medicine and science, or 
advertising and promoting circles, expediency 


*Reprinted with permission from the Linacre 
Quarterly, May, 1960. This paper was originally pre- 
sented as the Founders’ Day Address to the Alpha 
Kappa Kappa Fraternity, Beta Upsilon Chapter, 
Houston, Texas, March 12, 1960. 





Dr. Taylor is Associate Professor of 
Pediatrics, Baylor University College of 
Medicine, Texas Medical Center, Hous- 
ton. 











is a forcible adversary. It insensibly engages 
the mentality and makes it more activist than 
critical, more flamboyant than respectable, 
more clever than truthful, and more material 
than moral. The ground rules are simple and 
seem virtually innocuous: exaggerate impor- 
tance, convey false impression, and overstress 
supposedly useful benefit. 


OUR CREDULOUS NATURE 


We in medicine are supposed to be hard 
taskmasters and not likely servile. Yet, all 
about us, we recognize our credulous nature. 
Few of us are rid of it. Perhaps we accept it 
without being really aware of it. Sir William 
Osler, learned gentleman in medicine and 
medical education, however, said that “Most 
physicians fail to grasp the startling fact that 
they are beset with the common facility of 
reaching conclusions only from _ superficial 
observations.” Then, in an address, “Teaching 
and Thinking: The Two Functions of a Med- 
ical School,” to the faculty of McGill Medical 
School in 1894, Osler said this: “. . . man has 
an inborn craving for medicine . . . the desire 
to take medicine is one feature which dis- 
tinguishes man, the animal, from his fellow 
creatures. It is really one of the most serious 
difficulties with which we have to contend.” 

Physicians and laymen both tend—indeed 
often it seems—to accept with alacrity each 
and every therapeutic proposal which is of- 
fered assuredly and eagerly. Perhaps for these 
reasons we are easy prey for the influences of 
advertising. 

Advertising is a fascinating craft, a respect- 
able trade. Its aim is to sell. Nothing is wrong 
with that. But somehow in recent years the 
assumption has crept in that advertising is 
education. Whether that is the result of Mad- 
ison Avenue wordmongering hardly needs 
attentive or deliberate thought. Advertising 
and education cannot be equated. One is in- 
forming and announcing, the other is a process 
of training, studying, and assessing in order 
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for a person to develop, insofar as is humanly 
possible, his intellectual, moral, spiritual, and 
physical powers. Words make a difference. 

Our society’s aim is to produce more of any- 
thing and everything. Advertising is primed 
to sell it. Yet neither cold reasoning nor 
abundant facts seem to make very effective 
advertising. At best only emotional exposés 
seem successful in the market place. The main- 
stream of society has, curiously enough, con- 
tinued to accept it. It may be that many of us 
really tend to be controlled by feelings, not 
Thomistic logic and thinking. Even then, we 
summarily imagine that we use all our reason 
and knowledge. 

Regardless of our concepts, advertising 
works by implanting and nurturing an attitude 
of mind, even of emotion. It affects our per- 
ception. What is unreal is intuitively recog- 
nized as realistic, thus a quasi-image. Take, for 
example, the advertising of therapeutic prod- 
ucts in the medical journals. A recently mar- 
keted antibiotic product: “is a new and 
exclusive advance . already has an out- 
standing record of decisive action . . . provides 
more certain relief . . . achieves cure where 
others fail. . . .” 

Well, glory be to the patron of advertising! 
Suppose we physicians really believed what 
we read, or judged products by the company 
their advertisements. keep. Unfortunately, some 
of us do. In that case we tend to depend more 
on our senses, rather than reason, for ideas. 
No one can dispute the use of semantic smoke 
screens. Here is another example: “Our prod- 
uct is capable of unsurpassed results . . . stru- 
sionic releases make the Big difference . . . for 
this ‘wormy world.’ . . . It is of unexcelled 
effectiveness . . . extremely well tolerated . . . 
remarkably free of complications. . . .” 

These techniques, whether used in television 
commercials or employed in representative 
reputable medical and scientific journals, serve 
to establish, and even sustain alarming illusions 
of value. They depend on the enumeration of 
exaggerations, yet usually are legally blameless. 
The pattern is common: provide each and 
every product with a symbol of superior 
value. Stay within the law. The fact that a 
product may actually have no important 
therapeutic worth or that the value of a newly 
advertised product has not even been estab- 
lished, nor substantiated before it was put on 
the competitive market, seems not to be of 
moral importance. In that case, legality cannot 
be equated with morality. 
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LABOR OF THINKING 

Despite the foregoing problems, over a pe- 
riod of years the therapeutic-products industry 
has done an incredible job. It has contributed 
immeasurably to alleviation of miseries of dis- 
ease. Complications of illnesses have been les- 
sened as never before. For industry to stay in 
business, as well as to expand in means that 
provide life-saving measures, it has been neces- 
sary to make increased use of advertising in- 
genuity. Nothing is wrong with that. What 
does matter is the quality of advertising. 

The quest for knowledge in useful therapy, 
both old and new, is an ever-existent obliga- 
tion. The fulfillment of this obligation in a 
drug-stricken milieu sometimes is beset with 
vexations and intellectual obstacles. By and 
large we resist learning therapy from frenetic 
detailmen and from abominable admen. Yet, 
in order to meet adequately all the realistic 
demands made on our time, some of us, caught 
in the vortex of exigencies of society and prac- 
tice, find that keeping up with advertising and 
detailing becomes the principle method of 
keeping up with medical therapy. 

Nor would one deny that some physicians 
are mere middlemen for a mounting drug traf- 
fic; we prescribe for nearly every patient and 
every complaint. We naively have special 
therapeutics for each and every symptom. 
Never have so few of us been subjected to 
such a continued and overwhelming bombard- 
ment of potent drugs, over-stuffed nutrition 
products, and fixed drug combinations and 
mixtures. Perhaps it is true that we dislike 
controlled tests and accumulative statistics. Or 
is it that we do not see what there is until we 
have been taught to see. Thus “the frequency 
with which new drugs are put on the market 
before ample clinical studies are carried out is 
likened to the situation of Alice in Wonder- 
land—the verdict first, then the trial” (New 


.England J. Med., July 17, 1958.) 


The therapeutic-product market is intensely 
competitive. No aversion to this exists. By a 
similar token there is no resistance to promot- 
ing and fostering real progress, nor to making 
sincere attempts to reduce health, social, and 
economic handicaps. This is one of the positive 
conditions of life. Nevertheless, we are im- 
perfect and inertia is inherent in our nature. 
Fallibility, however, is not simply overcome 
by putting false emphasis on “using everything 
and trying anything” that comes along. To do 
so is to go hand in hand with the quasihumani- 
tarianism of boastful promotional schemes. 
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No doubt we physicians tend to encourage 
this, whether intentionally or not. How often 
do we prescribe complex, expensive, powerful 
drugs when simple cheap, and harmless prod- 
ucts suffice. An ever-increasing number of 
widely varied products to select from serves to 
make this an increasingly complicated prob- 
lem. We hardly have time to learn popular 
trade names of products, much less the tradi- 
tionally advised generic name. Indeed, it may 
be said that in this fidgety age we rarely fulfill 
many of our ideals. This takes time. Never- 
theless, we boast of our enlightened scientific 
bent. 

In dialogue we advertise our ever-tender 
devotion to high ideals and our staunch in- 
tolerance of narrow thinking. As a general 
rule, we imagine that we alone alleviate and 
cure the horrors of disease. How often do all 
our superb products really accomplish what 
we think they do? How really common is it 
for most ordinary infections just simply to 
“run their course,” wholly unaffected by mul- 
tiplicities of therapy? How frequently do we 
make effort to comprehend our own motives 
in therapeutic excesses? How often do we 
say: “Here, try this,” instead of taking time 
and trouble for serious talk with patients? 
May it be said again that this is avoiding the 
labor of thinking. As a result, there often is 
failure to exercise restraint in assessing the 
surcharged promotional reports of all the su- 
perior results of therapy. This serves to foster 
not only early misuse of potent drugs but 
laxity in exact dosage. This is especially apt 
to happen when, in the fevered race to market 
fat drugs, the safe dosages, exact indications, 
and incidence and nature of toxic hazards 
simply have not been adequately determined. 

The line between exaggeration and deceit is 
alarmingly thin. Take these examples: a prod- 
uct is advertised and detailed to physicians as 
being capable of “increased rapid absorption 
and higher blood levels.” Ordinarily this might 
be of therapeutic importance. Yet, how are 
such claims justified when studies subsequently 
show that not only were they false but also 
clinically unimportant. Is it right to promote 
almost compellingly, potent products for be- 
nign and self-limited conditions when they 
should be used sparingly and infrequently? Is 
it just to advertise and detail in an enthusiastic 
manner, fixed antibiotic combinations for 
minor inflammatory disorders? Is it proper— 
and ethical—to make impressive claims—wholly 
unjustified by evidence that “this new little 


pill” provides extraordinary benefit for colic, 
anxiousness, myalgia, and spastic colon. Is it 
morally justifiable to prescribe powerful prod- 
ucts, knowledge of which has been gained 
solely from advertisements and detailmen? In 
what manner does this practice really differ 
from human drug experimentation? 

The communicative scope employed by ad- 
vertising nomads is Herculean. Neither phy- 
sician nor layman escapes it. Of the possibility 
of advertising being capable of offering basic 
and realistic services, there can, of course, be 
no doubt. But the flamboyance in recent years 
of the advertising of therapeutic products in 
medical journals differs little, if any at all, from 
that of television practices concerning filtered 
cigarettes, aspirin-related buffers, and tooth- 
paste, striped or plain. As a rule, perfection 
and flawless taste is not possible. That, how- 
ever, is no excuse for falsity and cheap exag- 
geration. . . . Unfortunately it also is typical 
of some of the advertisements in the profes- 
sional medical journals. 


RESPONSIBLE EVIDENCE 


Expediency holds no respect for a moral- 
intellectual partnership. It carries out the ad- 
versary’s aim and functions, thereby, to foster 
phony value systems, to encourage unappeas- 
able desires for material commercialism, and 
to keep minds rigid and unreceptive. The 
health of human beings is not something to be 
played with, either by advertising experts and 
stockholders or by deceptive promotional 
schemes. 


Ordinarily the drug and nutrition-product 
manufacturers get clinical data concerning 
products from experts who may or may not 
be associated with the industry. They share 
responsibility for products that annually hit 
the competitive road. As a rule, the reporting 
of clinical studies is one of the established 
means of informing physicians about thera- 
peutic products, some of which serve not only 
to rot the medical literature but to influence 
medical meetings as well. In most instances 
such reports concern studies in which there 
has been wholly inadequate observation, lack 
of really proper interpretation, and a con- 
spicuous absence of controlled studies. IlII- 
performed, short-term clinical tests are carried 
out with no difficulty. The data are prophetic: 
“in 88.9 per cent of patients the results were 
excellent, or of significant improvement.” By 
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and large, such studies detect only that which 
is therapeutic nonsense. No imaginative or 
controlled approach is required; and their ef- 
fects are unfortunate. They unwittingly en- 
hance unrestrictive propaganda for a whole 
hodgepodge of therapeutic products. Even 
more distressing, such programs afford in- 
creased opportunity for wasteful utilization of 
important clinical research funds; and for 
barnacling the orderly conduct of basic re- 
search that may be far more valid and useful. 
All this results in raising false hopes—and ex- 
pensive ones at that—of the laymen, and in 
increasing the confusion of many in the medi- 
cal profession. 

Success is not measurable by quantity of 
data, or by number of papers published and 
read. Investigators and fledgling writers who 
prematurely rush their latest proofs of op- 
timistic and poorly documented therapeutic 
studies to the nearest medical journal either 
are still gravely inexperienced or are likened 
to exploiters and eager hucksters who subvert 
truth and quality for expediency. To publish 
solely for the sake of publishing is neither 
ennobling nor impressive. To publish strictly 
for the sake of academic status, it seems to me, 
is distasteful. Neither tends to transcend ma- 
terial interest or personal gain. 


THE CRUX 


A multiplicity of complex reactions influ- 
ence man’s responses to a drug. Interpretation 
of data, free of error, admittedly is extra- 
ordinarily difficult. Judgment may be just 
plain hazardous, even without the associated 
vice of intellectual stubbornness. Yet there is 
a remarkable tendency for investigators to 
brush aside incontinently mature judgment 
and counsel. There also is tendency for an 
investigator to rely principally on observations 
and interpretations of inexperienced students, 
or resident physicians. At the very best, even 
with top qualities of mind, the validity of in- 
vestigative studies is strongly dependent on 
wisdom and maturity. 

Stated more precisely, ethics and excellence 
simply are the very crux of any state of ac- 
tivity, of progress, and of change. 


HAILSTORMS: DETAILING 


Sir William Osler had keen knowledge of 
the realism of advertising existing in those 
days, and, in 1902, he expressed his view in a 
lecture, “Chauvinism in Medicine:” 
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To modern pharmacy we owe much, and to 
pharmaceutical methods we shall owe much more 
in the future. . . . We all know only too well the 
. . . literature which floods the mail, every page 
of which illustrates the truth of this axiom, the 
greater the ignorance the greater the dogmatism. 
Much of it is advertisements of nostrums foisted 
on the profession by men who trade on the in- 
nocent credulity of the regular physician, quite 
as much as any quack preys on the gullible pub- 
lic. Even the most respectable houses are not free 
from this sin of arrogance and of ignorant dogma- 
tism in their literature. A still more dangerous 
enemy to the mental virility of the general prac- 
titioner, is the “drummer” of the drug house .. . 
many of them are good, sensible fellows . . . ready 
to express the most emphatic opinions on questions 
about which the greatest masters of our art are 
doubtful. No class of men with which we have 
to deal illustrates more fully that a man knows 
what he does not know.... 


In general, detailing and exhibiting, tradi- 
tional advertising methods, tend to resemble 
an Arabian bazaar: the compulsive-like dole 
of countless samples and the distribution of 
reams of medical testimony. Many physicians, 
of course, feel that such exposés are warranted. 
Others, however, are peculiarly sensitive to 
the midway-like maze that often dominates 
access to some of the medical and scientific 
meetings. 

The practices of some detailmen and repre- 
sentatives in hospitals, clinics, and offices may 
be not only distracting but astonishing. Their 
very numbers, to crash-program a product, 
are purely of nuisance value. Their use of re- 
corded phraseology, dripping with quasiscien- 
tific jargon, is exasperating. Indeed, it may be 
downright insulting. By use of a variety of 
verbal and visual techniques, detailmen usually 
seem to know all there is to know about muta- 
tion phenomenon; or they plumb the salty 
depths of microchemistry with millimols per 
liter of balanced ions; or expound the strength 
—never the weakness—of the latest in peace-of- 
mind pharmacy. Regardless whence they orig- 
inate, such pseudoscientific pitches are adver- 
tising techniques. They are geared to promote, 
and for that reason are at the mercy of un- 
ceasing competitive efforts to get such prod- 
ucts used. 

Neither restrictive nor permissive policies 
are capable of dispensing good manners and 
virtues. Nor can rules and regulations control 


them. 
* * * 


Ours is a pluralistic and competitive so- 
ciety. We have an intellect and should be 
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shown capable of understanding and of draw- 
ing conclusions. . . . In no way does this mean 
becoming an insensible part of surcharged 
forces of expediency. To do so is to temper 
and compromise principle; or to subserve pur- 
suits of quality to more or less Brownian- 
movement learning. Expediency need not be- 
come a highly valued substitute for morality 
and a clear conscience. 


PRINCIPLE AND PRACTICE 


In medical circles there has been growing 
awareness of the need for respectable adver- 
tising, for exacting studies of products, and 
for exercise of judicious restraint in the in- 
terpretation of clinical drug tests. More than 
ever, this is a moral obligation to society. 

Fortunately, many physicians take a proper 
view of “all that’s new.” However praise- 
worthy this may be, capable physicians, those 
with that unwearied devotion to genuine pa- 
tient care, tend to use all drugs sparingly. As 
a rule, most so-called new products are used 
infrequently and are prescribed with caution. 
There is no frantic jumping from one product 
to another according to the whim or curbside 
influences of prevailing notions. Emphasis is 
placed on careful history and examination and 
on proper laboratory study; less is put on 
frenetic prescribing and imperative treating. 
Indeed, emphasis is placed on that which is 
significant: respect for the special healing value 
of human understanding. 

No battle is being waged against prescribing, 
far from it. No contention exists with the use 
of harmless pills for simple, common, self- 
limited illness. Battle can be waged, however, 
against a system that tends to make us sub- 
servient to the sinful offense of compulsive 
drugging with potent and expensive products. 
This is especially apt to happen whenever a 
patient demands it, and when ordinary dis- 
orders require only inert and harmless meas- 
ures. The continued submission to the nagging 
fear of loss of patients to “some doctor who 
will” serves to make a physician abdicate his 
time-honored role. Admittedly, our _be- 
leaguered resistance often breaks; and for the 
same reason, even despite our best contrary 
intention and restraint, it breaks again. 

All medical disciplines will no doubt grow 
more complex and difficult. Yet it should still 
be fashionable to continue to aim for lofty 
standards and to minimize deterioration of 
thought and ideals. There is enormous need 


to avoid the superficiality of medical automa- 
tion: dehumanization. Human beings desir: 
relief; yet our concern for man must be pure. 
As we grow in the understanding of the sci- 
ence of medicine, we need to know more o! 
the spirit and emotion of man. It therefore 
does not seem abnormal, as medical science 
grows more complicated, to stress again the 
need for attitudes of critical inquiry, nor does 
it seem foolhardy to maintain a critical mind 
toward all evanescent therapeutic manias. 

It is reasonable then for us—student, house 
officer, educator, practitioner—to continue to 
apply the fundamental and well-tried princi- 
ples in therapeutics. Although there admittedly 
are no infallible rules, the following guides 
may be useful: (1) concentrate on funda- 
mentals in therapy—rules of action and usage, 
(2) avoid the habit of drugginess—do not 
overdose, do not overtreat; (3) choose a suit- 
able product and hold to it; (4) use a standard, 
well-established product (drugs either win 
their place or die of misuse and neglect)— 
avoid elaborate and needless drugs and re- 
dundant combinations; (5) prefer the specific 
drug—do not take shortcuts at the cost of 
reason and waste of time; (6) have no delu- 
sions of therapeutic omnipotence—place your- 
self in the patient’s place; (7) make a “new” 
product tell the need, the specific use, and the 
importance of it in therapy—insist on reason- 
able proof; (8) distrust judiciously the thera- 
peutic conformism: “Everyone’s using it”— 
examine the independent, controlled clinical 
reports; (9) make use of available sources to 
continue your education in therapeutics— 
medical journals, professional meetings, reports 
and critiques in therapy. 


RIGHT OR WRONG 


Moral and ethical virtues underly long- 
standing precepts in medicine and in science, 
and are continuously involved in the conduct 
of both. Aims and achievements in medicine 
and the therapeutic-product industry are im- 
pressive. Indeed, they are outstanding and are 
capable of even more. But they also are right 
or wrong only in relation to their good for 
human beings. It is dangerous to put a pre- 
mium solely on a technologic or scientific 
medicine. The sense of the person, and thus of 
humanity, must not be lost sight of. Thus, the 
sooner qualities of stature and of stout honesty 
are reinforced—in advertising, investigation, 
and medical publications—the less shall be the 
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threat of demand for regulatory controls. 
Culprits responsible for existing problems 
may not even recognize that they exist. 
They can recognize deceptive advertising only 
when it no longer is a material and economic 
expediency. But nonmaterial values like respect 
of conscience, restraint and discipline, or need 
of submission to the rigors of criticism and 


standards of proof are beyond their awareness. 
If and when such problems in advertising, in- 
vestigation, and publishing are ultimately 
solved, the solution shall come about not by 
legislation, but from within these very fields 
by moral amalgamation of people of creative 
quality, bold honesty, and humble concern for 
the superior good of human life. 





Dr. Shanahan Cohen Addresses Future Physicians 


“The professional opportunities for a woman in medicine today are really lim- 
ited only by the imagination and interests of the particular woman physician 
involved,” Dr. Kathleen Shanahan Cohen told several hundred high school students 
and their parents at a Medical Careers Conference in Newark, N.J., on May 26. 
Dr. Shanahan Cohen was a member of a panel presented at the first Careers Con- 
ference sponsored by the Essex County Medical Society for the members of the 


Future Physicians’ clubs and their parents. 


For the past two years the Medical Society has been sponsoring these organiza- 
tions of high school students, which now number more than 300 students in 40 
clubs throughout Essex County. The Careers Conference covered such subjects 
as medical school requirements tests for medical school admission and the various 
possibilities for medical practice. Dr. Shanahan Cohen, whose topic was the role 
of the woman in medicine as wife, mother, and community member, emphasized 
that the woman physician today is most often a successful wife and enthusiastic 
mother as well as an effective physician. She suggested that the only requirement 
for the successful mixing of these various roles.was marrying the “right man.” 
She pointed out that all evidence points to the fact that the woman physician is a 
good mother and particularly that many women physicians’ children choose to 
follow their mother’s professions. When queried, these children have expressed 
enthusiasm for having a physician as a mother. 

In talking about the meeting in which the panel discussion was followed by 
questions from the students and parents in the audience, Dr. Shanahan Cohen noted 
that she was particularly delighted to find that most of the girls were extremely 
attractive young women and and their attractive and most feminine mothers ex- 
pressed real enthusiasm for their daughters’ careers as physicians. 
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The Nominating and Elections Committee presents the slate of candidates, as 
follows: 
FOR FLECTIVE OFFICERS AND COUNCILORS 


I Do .  recneetsne nar dnenanseeeeestunes Texas 
EE SNE Gi, MND oo ove ce cevececceccescseoscoscnns Washington 
eS I, ED neces cknses ses ccdeteceeneeseceseeeeten Ohio 
ES I oi occ ce cdecseecessecdecvosesnns New Jersey 
Councilors: 5 to be elected 
ee nS Cavs ake eeeweenkew anes s North Carolina 
on REP POV TCT TTT TTT ITITTC Tre Tee TTT. Arkansas 
EE oe bance ckseew are sneresnseneens exchensensenas lowa 
i viene tkeeeengesybeeees teas cee kan seeseeeben Pennsylvania 
6 ccc cthe cba wee wentwanes reine seeeseaneeeens Kansas 
bio ik bbe erie eness Hees emaeeeesdeeeeeaen es California 
2 <b eccreeunhesene seek eeen be enebenwes Georgia 
Ya inn nsddeusennendebabecndewann Washington, D.C. 


FOR DIRECTOR OF JUNIOR MEMBERSHIP 


es ED obo 56600 sere ean end denserennddheanehedeewsesasaves Ohio 


All of these candidates are willing to serve, if elected. 

The Nominating and Elections Committee recommends that this slate of officers 
and councilors be published in the JouRNAL oF THE AMERICAN MepicaL WoMEN’s 
AssociATION at least two months before the annual meeting of the House of 
Delegates. 

The Committee further recommends that paragraph A of Section 2 of Article 
XV of the By-Laws be incorporated in this report. 

The Committee further recommends that the slate of candidates for the Nomi- 
nating and Elections Committee be sent in the form of a mail ballot to the active 
members of the Association at least two months before the annual meeting of the 
House of Delegates. 

Respectfully submitted, 
Elections and Nominating Committee 


Catharine Macfarlane, M.D. 

Chairman* 
(Signed) 
Mary Mitchell Henry, M.D. 
Theresa Scanlan, M.D. 
Clementine E. Frankowski, M.D. 
Catharine Macfarlane, M.D. 
Claudine Moss Gay, M.D. 


*Judith Ahlem, M.D., Chairman of the Nominating Committee, resigned because of illness. 
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The Hotel Delmonico, at 59th Street and 
Park Avenue, New York City, was the meet- 
ing place of the AMWA Interim Meeting, 
June 21-24. 

An Executive Board dinner, followed by a 
meeting was the only activity on Wednesday, 
June 21. The Executive Board, which con- 
vened throughout the meeting, met jointly 
with the Finance Committee on Thursday. 
Other committees meeting on Thursday were: 
Nominations and Elections Committee—Dr. 
Catharine Macfarlane, Chairman; Liaison— 
Woman’s Medical College of Pennsylvania— 
Dr. Catharine Macfarlane, Chairman; and In- 
ternational Relations Committee—Dr. Judith 
Ahlem, Chairman. 


On Friday the Planning and Coordinating: 


Committee had its meeting with buzz sessions, 
followed by a luncheon. The Lectureship 
Committee—Dr. Katharine Wright, Chairman, 


Nominating and Elections committee; Consti- 
tution and By-Laws Committee—Dr. Elizabeth 
Kahler, Chairman; and International Relations 
Committee also met on Friday afternoon. 
Early Friday evening, Dr. Z. Rita Parker was 
the hostess of a tea held at the Imperial House, 
one of New York’s newer and more fashion- 
able residences. 

The feature of Saturday, June 24, was an 
open Report Session at noon—a culmination of 
the work of the Planning and Coordinating 
Committee. An exhibit, showing several facets 
of AMWA\’s work, had been erected and was 
presented at the meeting. All members were 
invited to attend the meeting and we were 
pleased to see so many of our members from 
the New York area. 

At 4 p.m. Dr. Helen Miller had a cocktail 
party and buffet supper for all members at 
her charming home in Butler, N. J. 





b — Be! 


At the Interim Meeting, Left to Right: Dr. Frieda Baumann, Editor of THe JourNnat; Dr. Josephine E. Ren- 
shaw, Assistant Treasurer; Dr. Margaret J. Schneider, Treasurer; Dr. Eva F. Dodge, Corresponding Secretary; 
Dr. Camille Mermod, Chairman of the Finance Committee; Edith Petrie Brown, President-Elect; Dr. Claire F. 
Ryder, President; Dr. Rosa Lee Nemir, First Vice-President; Dr. Jessie Laird Brodie, Executive Director; Dr. 
Bernice C. Sachs, Second Vice-President; Dr. Esther Marting, Director of Junior Membership, and Mrs. Ger- 


trude F. Conroy, Business Manager. 
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You will be interested in reading, in another section of this issue, the eloquent Founder’s Day 
address delivered by Dr. Edgar F. Berman this spring at the Woman's Medical College of Pennsy!- 
vania, entitled “Medicine and the New Frontier.” 

Dr. Berman presents a strong case for a “bold and imaginative” American “over-all program of 
health” for underdeveloped countries. He pleads that we work with the UN to bring medical 
treatment and medical training to “over a billion and a half people” (in Africa, Asia, and other 
areas) who are still exposed to “diseases expunged from the more advanced societies more than 25 
years ago.” 

While sharing Dr. Berman’s enthusiasm for this international crusade of health, I remain equally 
enthusiastic for a national crusade of health here in the United States, to cope with our own 
problem of the chronically ill and aged. Were we not all taught as children that “charity begins 
at home”? 

If we think of our own communities as Dr. Berman thinks of the needy nations of the world, 
we shall find that his cogent points apply with equal force to the health problem at home. 

Despite the medical and health advances of this generation the chronically ill in this country 
suffer from a time-lag in the application of knowledge gained through research, even as African 
and Asian nations still await the fruits of the twentieth century public health practices. 

Again, the need for professional and semiprofessional manpower is as marked a characteristic of 
our chronic disease problem at home as it is of the international health situation. If, as Dr. Berman 
tells us, 6 months of work by 2 per cent of American physicians, nurses, and auxiliary personnel 
could treat 30 million patients a year in underdeveloped countries, think of what strides we could 
make in the United States by mustering our own health resources efficiently in the battle against 
chronic illness and disability. 

In Latin America and similar areas poverty and disease go hand in hand, but is it not equally 
true that the economic problems of our own aged population are closely related to their health 
problems? And these are our own people, who have helped to build our society into the most 
prosperous in the history of the world. 

Dr. Berman stresses the importance of helping underprivileged nations to help themselves through 
an extensive and carefully planned training program of medical education in the U.S. that would, 
over the next decade, provide these nations with their own medical and health leadership. In the 
same way, it is vital that Federal and State training programs be geared to help our own commu- 
nities help themselves by preparing to take over demonstration projects, for example, in the field 
of chronic illness, and continue them under local sponsorship. 

Dr. Berman’s emphasis on long-range goals, coupled with immediate medical care objectives in 
underdeveloped countries, is matched by our own belief in the guiding principle of prevention as 
the ultimate solution to the problem of long-term illness in this country. 

Finally, Dr. Berman quite properly states that a “planned survey must be accomplished nation by 
nation” before health assistance by the U.S. or the UN can be effectively initiated. It is equally true 
that a careful evaluation of needs and resources must be made before any community program in 
the field of chronic illness is inaugurated. 

I feel sure you will all agree that there are striking similarities between the challenge described 
by Dr. Berman and the challenge I have discussed so often with you in this column, the great 
American health challenge of this generation—the problem of chronic disease and aging. 


(Meine F Wey der MD. MEH 
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Memo 


To: AMWA Members 
From: Jessie Laird Brodie, M.D.—Executive Director 


Subject: AMWA Annual Meeting, Nov. 30, Dec. 1 and 2 


The 1961 annual meeting of the American Medical Women's Association will 
be held in Cleveland, Ohio. Reservations are to be made at the charming, new 
Somerset Inn, 3550 Northfield Rd., Shaker Heights 22, Ohio, for November 30 
through December 2. 

The emphasis is to be placed on branch representation, scientific program, 
and social occasions. 


On Thursday, Nov. 30, committees will meet and conferences will be held 
with the Executive Board. 


Friday is reserved for the House of Delegates. Each of the forty-seven 
branches is urged to send the one or more delegates to whichitis entitled. All 
members are urged to attend and take part in the discussion although only the 
designated branch delegates have a vote. At this time official Association 
business is transacted and resolutions will be voted upon. Your branch may 
offer resolutions for consideration until October 15. This deadline is set to 
give time for the circulation of material to the branches and for the 
instruction of the delegates. 


On Saturday the Scientific Program will link the themes of the present and 
future presidents: ''Prevention and Control of Disability'' and ''Alcohol- 
ism.'' At the Saturday luncheon there will be a panel exploring the latest in 
medical education. 


Social activities include the Thursday evening get-acquainted party; 
seeing ''Karamu,'' when you will be guests of the Cleveland branch; 
the Inaugural Banquet on Friday evening; sight-seeing; and the final buffet 
supper Saturday evening at the home of Dr. Marion N. Gibbons, the new presi- 
dent of Branch 15. All members and guests are cordially invited for the 
sessions on Friday and Saturday. 


The transition from a spring to a fall annual meeting has resulted ina 
confusing time of adjustment. But this promises to bea full, fascinating, 
and friendly function that no AMWA member can afford to miss. 
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Living Portraits 


The fascinating feature of the Sunday evening program at the midyear meet- 
ing in Hot Springs, Ark., was a presentation of “Living Portraits.” Branches were 
invited to select for portrayal a notable woman physician, preferably one who 
had contributed greatly to furthering women in medicine in the branch area, and 
to choose the physician who would act as the Living Portrait in a costume similar 
to clothes worn by the person portrayed during her lifetime. The commentator 
read each vignette, without mentioning the name of the subject. 

This is the fourth in the series to be presented in THE JouRNAL. See page 618 for 


the name of this month’s Living Portrait. 


This is the last in the series to be presented in THE JouRNAL. See the picture on 
the opposite page for the name of this month’s Living Portrait. 


She was born in a small town on an arm of 
the sea. She spent her later childhood farther 
inland on a farm near a lovely river of which 
Rudyard Kipling once remarked after a suc- 
cessful fishing trip, “Now I have lived.” And 
her childhood along the shore, on the rivers, 
and in the mountains was full of happiness, 
responsibilities, and the foundation for robust 
health that gave her more than 90 years of 
life full of zest and good health. 

She left the farm at 17 and earned her own 
living. At 20 vears of age she entered medical 
school but was obliged to take a year off to 
accumulate sufficient funds to continue 
school. She was a clerk in one and then a sec- 
ond department store. However, she con- 
tinued to study under a preceptor. Even dur- 
ing this time the medical load was extremely 
heavy and she had to make every moment 
count. She perfected a system of studying by 
keeping her open book on a shelf slightly be- 
low the hosiery counter. She snatched time to 
study anatomy or pathology until noticed by 
the floor walker and ordered to desist. Im- 
mediately she was hired by the competitive 
store. Records show that she was highly suc- 
cessful and that many tried to persuade her 
that clerking was far more appropriate a ca- 
reer for a girl than medicine. 

Her medical school reports that she was 
their second woman graduate, but their first 
woman to practice medicine. 

She was no different than the modern med- 
ical student. She combined medicine with ro- 


*Presented at the Midyear Meeting of the Board 
of Directors, AMWA, in Hot Springs, Ark., on Nov. 
15, 1959. 


mance and was married the year she gradu- 
ated. That year, and during the next decade, 
she followed her husband into the most prim- 
itive and unexplored section of our country. 
In 1900, during the Gold Rush to Nome, she 
lived in a tent on the seashore. Her first hos- 
pital service was in a building improvised from 
a mule stable on the Skagway-Dawson trail. 

Returning to her home city she developed 
a large practice, and, following the custom of 
American physicians at that time, went to 
Vienna for a special medical course. After her 
return she became head of the health depart- 
ment, the first woman to hold that position in 
any large city in the world. She wrote the 
first milk ordinance adopted by the city coun- 
cil and inaugurated medical inspection in the 
city schools. Her outstanding success was in 
being able to obtain support for these innova- 
tions from the women’s organizations as well 
as from the medical society. 


During World War I she served with the 
American Red Cross in Europe and made tours 
of the United States to tell of the great need 
for money and workers. After serving with 
the Red Cross she was appointed head of a 
medical relief work conducted by women doc- 
tors in underprivileged parts of the world. 


She never forgot her Alma Mater. Her hus- 
band’s insurance policy became the nucleus of 
a scholarship to which she has added each year. 
From these funds, 63 students have been given 
substantial aid in obtaining their medical de- 
grees. She has designated that every third stu- 
dent receiving a grant shall be a woman—two 
men are aided in memory of her son and hus- 
band, and one woman is aided to encourage 
more women to enter the medical field. 
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The world has shown much appreciation of 
her unselfish service and brilliant leadership. 
She received honorary degrees from many 
medical schools, among which were Doctor 
of Public Health from Woman’s Medical Col- 
lege and Doctor of Laws from her Alma 
Mater. 

Some years ago, a famous surgeon from 
Vienna was visiting in New York. Dr. Lorenz 
performed several operations by so-called 
bloodless surgery. Even as today, there were 
some complainers: “Who was this practicing 
surgery in New York without a state li- 
cense?” To quell the babble, the New York 
Lincensure Board granted him a special li- 
cense to practice in New York as he was a 
“Famous Person.” It was not long after that 
the friends of our mysterious lady doctor ap- 
plied for her to the state of New York. Was 
she not a “famous person?” They showed her 
many citations from the other countries of 
Europe and Asia where she and her organiza- 
tion had relieved pain and saved lives of 
refugee hordes: The Cross of the Legion of 
Honor from France; The Cross of the Re- 
deemer; The Grand Cross of the Order of 








King George I of Greece; the War Cross of 
Greece; the Cross of the Holy Sepulchre 
(Jerusalem); the Gold Cross of Saint Sava 
(Yugoslavia); and one she prizes highly as 
coming from her own, The Blackwell medal. 
All these are on exhibit as a permanent col- 
lection in the library of her Alma Mater, from 
which branch she was named Medical Woman 
of the Year in 1955. 

If you have not already guessed the name 
of our portrait, let us give you the final hints. 
She has served as president of the AMWA 
and first president of the MWIA, and her 
writing has publicized not only her own 
splendid organization, the American Women’s 
Hospitals, but has honored medical women 
everywhere. Her last book, “Medical Women 
of the World,” honors the medical women of 
every country. The international co-operation 
of medical women has been mutually helpful. 

Other vignettes have been of medical 
women pioneers long gone from our midst, 
but our last is still with us and gives us the 
privilege of helping her tonight to usher in 
her ninety-first year. 





The Living Portraits: Dr. Bernice C. Sachs as Dr. Ann Preston; Dr. Katharine Wright as Dr. Mary Thomp- 
son; Dr. Kathleen Shanahan as Dr. Eleanor T. Calverly; Dr. Claire F. Ryder as Louise E. Tayler-Jones, and 
Dr. Martha Van der Vlugt as Dr. Esther Pohl Lovejoy (this month’s living portrait). 
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Of Special Interest 


MEDICAL CARE IN JAMAICA 


Hundreds of Jamaicans stand in line be- 
ginning at 6:30 a.m. daily to obtain virtually 
free medical care at the hospital of the Uni- 
versity College of the West Indies, Kingston 
General Hospital, and others throughout the 
Island. 

There are only 300 physicians and of these 
only 180 are engaged in private practice, and 
there is a population of 1,650,000 on the island. 
But in spite of the fact that patients are paying 
far less than the cost of their medical services 
and at the same time overburdening medical 
staff and facilities, medical progress is being 
made. 

Dr. Gerrit Bras, Dean of Faculty and Chief 
of Pathology at the Medical School of the 
University College of the West Indies is an- 
ticipating the day (within two years) when 
the school will graduate 50 physicians annually 
(compared with the current 30 per year). Dr. 
A. A. Peat. Chief of Medical Services for the 
Ministry of Health, has prepared a program 
that promises to drastically reduce the cur- 
rently high rate of venereal disease among 
segments of the underprivileged population. 

Evidence that Jamaica’s medical profession 
has made remarkable inroads against a variety 
of fatal diseases during recent years is shown 
in the decrease in infant mortality rate: from 
192 per thousand in 1906 to 67.8 in 1959. The 
birth rate per thousand increased from 38.32 
to 38.86 during the same period. 

Malaria, which once was a major health 
hazard has been virtually eliminated through 
an extensive program involving a door-to-door 
check of homes in malaria districts. 

The government’s health program provides 
for 100 centers to be built between 1957 and 
1967; 47 are already in operation. Strategically 
located throughout the island, the centers have 
ambulances on call. Physicians visit twice 
weekly in rural areas and as frequently as six 
days weekly in urban areas. The resident 
nurses are fully qualified to treat minor ail- 
ments with simple drugs and to identify prob- 
lems that require hospitalization or immediate 
care by a doctor. 

In addition to its active care of the ill, the 
Ministry of Health, in co-operation with 
various religions, social welfare, and educa- 


tional agencies, is engaged in an extensive 
health education program. Expectant mothers 
are advised of infant feeding requiremenis, 
health inspectors visit homes to insure that 
sanitary conditions are being maintained, and 
special information programs in the fields of 
tuberculosis detection, venereal disease con- 
trol, and general health promotion are under 
way. 


WOMEN AND TOMORROW'S JOB NEEDS 


“Parents should either leave their children 
a large inheritance or see that they take ad- 
vantage of their opportunities and learn how 
to make a living,” Mrs. Esther Peterson, Di- 
rector of the Women’s Bureau and Assistant 
to the Secretary of Labor told the General 
Federation of Women’s Clubs at their Nation- 
al Convention in Miami Beach, Fla. “Tomor- 
row’s labor force is going to be made up 
almost entirely of people with skills—and for 
these people there will be plenty of oppor- 
tunities in the 1960’s and 1970's,” she added. 
“But for the unskilled, the prospect is a life 
of idleness, which most of them will not be 
able to afford or enjoy.” 

Mrs. Peterson declared: “In every period 
of recession, we hear the complaint that men 
have been displaced from their jobs by women 
and that women should go back to the home 
and the kitchen. This is perhaps a comforting 
way of finding a scapegoat for unemployment, 
but the women are not to blame and the accu- 
sation is not true. Facts show otherwise. There 
are about 44% million women who are heads 
of families—about one half of this group were 
the chief breadwinners of their families in 
1959. And while we are all aware that many 
women are so-called secondary workers, these 
women, too, are making essential contributions 
to their family’s livelihood. 

“.... Take a fresh look at your community,” 
she said. “See if automation of offices has dis- 
placed women clerical workers.” See if your 
local industries, schools, and businesses are giv- 
ing a helping hand in these directions... . 

“The well trained, educated, and skilled 
workers will be the healthy, happy employed 
workers of the future,” Mrs. Peterson con- 
cluded. 
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News of Woman's Medical College of Pennsylvania 


Alumnae. At the commencement exercises 
of WMC on June 13, the fifty year graduates 
were cited by Dr. Golda Nobel, President of 
the Alumnae Association. They were: Sarah 
M. Davies, Edith Lehnis Emlaw, Marguerite 
Bailey Herman, Agnes Hockaday, Mary R. 
Lewis, Josefina V. Martinez, Ora K. Mason, 
Berta M. Meine, Florence W. Muenzinger, 
Caroline Moeller Neill, Sophie Ostrow, Do- 
lores Perez-Marchand, Olive Pippy, Elizabeth 
C. Smith, and Adelaide E. Weston. 

Dr. Gulielma Fell Alsop, class of 1908, re- 
ceived the 1961 Alumnae Achievement award 
“in proud recognition of her attainments as 
medical missionary in China, her long health 
service at Barnard College and as a well 
known author. By her professional excellence 
and by her generous service as our historian 
in writing the Centennial History of The 
Woman’s Medical College of Pennsylvania, 
she has brought high honor to her Alma Mater 
and to women in medicine.” 


Awards. Dr. Mollie A. Geiss, Associate in 
Radiology, received an award of $1,000 at the 
graduation ceremonies for her long service 
as a member of the faculty. Dr. Marion Fay, 
President and Dean, presented the award, 
which was made possible through a fund from 
the Christian R. and Mary F. Lindback Foun- 
dation for awards for distinguished teaching. 

Honorary degrees were conferred upon Dr. 
Evelyn Anderson, Endocrinologist at the Na- 
tional Institutes of Health, Bethesda, Md.; Dr. 
Helen Cheyney Bailey, Educator from Phila- 
delphia, and Dr. Cecilia H. Payne-Gaposchkin, 
Astronomer at Harvard University, Cam- 
bridge, Mass. Dr. Janet G. Travell, Personal 
Physician to the President, was made a Mem- 
ber-at-Large of the National Board of the 
WMC. 


Gifts. A new, enlarged Bed Fund Plaque 
was presented to WMC by Dr. Jean Crump 
in memory of Dr. Mary Spears. The income 
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from this fund may be made available to a 
graduate of WMC for hospital care. 


Student Awards. After the M.D. degree was 
conferred on 40 graduates of WMC, the fol- 
lowing students received scholastic prizes: 
Virginia Mae Badger, the Oncology prize for 
her interest in oncology; Sylvia Ann Bartos 
(cum laude), the President’s prize for achieve- 
ment in the basic medical sciences; Delphine 
Barbara Bartosik (cum laude), the Department 
of Medicine prize for excellence in medicine 
and the Mosby Scholarship Book award in 
obstetrics, Dolores Ann Buchler, the Depart- 
ment of Gynecology and Obstetrics prize for 
excellence in gynecology and obstetrics; Nat- 
alie de Leuchtenberg, the Mosby Scholarship 
Book award in medicine; Carol G. Jacob (cum 
laude), the Winifred B. Stewart Memorial 
prize for excellence in psychiatry; Signe As- 
trid Jonsson, the Sheard-Sanford Research 
award of the American Society of Clinical 
Pathologists; Anne Neering, The Dr. Jean 
Crump prize for excellence in pediatrics, the 
Professor of Preventive Medicine prize for 
excellent and exceptional interest in the field 
of preventive medicine, and the Mosby Schol- 
arship Book award in surgery; Antoinette C. 
Ripepi (cum laude), the Department of Sur- 
gery prize for excellence in surgery, the Bea- 
trice Sterling Hollander, M.D. WMC ’41 
Memorial prize to the student in the graduat- 
ing class who shows promise of leadership, 
high character, and creativeness in her pro- 
fession, and the Mosby Scholarship Book 
award in pediatrics; Sandra Thomson, the 
John Stewart Rodman Memorial prize in sur- 
gery to the member of the junior class who 
has shown the greatest proficiency and interest 
in Surgery; and Barbara Tindle, the Mosby 
Scholarship Book award in gynecology. 

Elected to Alpha Omega Alpha were Del- 
phine Bartosik, Carol G. Jacob, and Antoin- 
ette Ripepi. 








Editor’s Note: These reviews represent the indi- 
vidual opinions of the reviewers and not necessar- 
ily \ — of the members of the Editorial Board of 

OURNAL. 











HUMAN BLOOD GROUPS AND INHERIT- 
ANCE. By Sylvia D. Lawler, M.D. and L. J. 
Lawler, B.Sc. Foreword by R. R. Race, Ph.D., 
M.R.CS., F.R.S. Pp. 103, with illustrations and 
tables. Price $1.50. Harvard University Press, Cam- 
bridge, Mass. 


Since 1900 knowledge concerning human blood 
groups and their inheritance has expanded so rapidly 
that even the expert has difficulty in keeping abreast 
of the flood. For the neophyte to plunge into this 
maelstrom is to court disaster, and even the more 
advanced student may well hesitate. 

There has been a need for a simple introductory 
text, and now this need has been met by the authors 
in this readable and concise book. “This monograph 
is designed for the biology student and the inter- 
ested lay reader.” 

After an introductory chapter covering the his- 
toric aspect of blood in respect to transfusions, the 
discoveries of the many red cell antigens and their 
antibodies, the authors present the highlights of the 
known blood groups. 

Inheritance of the red cell antigens is discussed 
thoroughly and its importance in anthropology and 
in the law courts is underscored. 

The format of this book is pleasing. Illustrations 
are simple but adequate and the authors have used 
everyday terms understandable to the lay reader. 


The monograph presents the facts as they are known 
at the present time. Opinions are not controversi:l. 

In addition to biology students and lay reade’s, 
your reviewer is of the opinion that this monograph 
should be in the library of practicing physicians as 
well. The monograph is unreservedly recommended. 


—Léon E. Mermod, M.D. 


AIDS TO GYNAECOLOGY. Twelfth Edition. 
By W. R. Winterton, M.A. M.B.,_ B.Ch., 
F.R.CS., F.R.C.O.G., Obstetric and Gynecological 
Surgeon, Middlesex Hospital Surgeon, Hospital for 
Women, Soho Square and to Queen Charlotte's 
Maternity Hospital, London. Pp. 214, with illus- 
trations. Price $3.00. Bailliere, Tindall and Cox, 
London, 1960. 


This is the twelfth edition of one of the Students’ 
Aid Series published in England since 1885. This re- 
vised edition has brought the text up to date and has 
omitted inadequate and outmoded treatments and 
theories not included in the present day practice of 
gynecology. 

Opening chapters are concerned with anatomy, 
physiology, and examination of the pelvic viscera. 
Diseases and tumors of the pelvis are adequately out- 
lined. Several sections are devoted to sterility, gyn- 
ecological endocrinology, and gonorrhea. Most of 
the usual gynecological operations are described. The 
illustrations are good. 

As noted by W. R. Winterton, the editor, this 
work is a supplementary aid to be used in conjunc- 
tion with hospital clinical teaching. 


—Frances H. Bogatko, M.D., F.A.CS. 


Books Received 


The following books have been received for review and are acknowledged in this colum. More detailed re- 
views will be published on books of most interest to our readers and as space permits. 


THE MANAGEMENT OF THE DOCTOR- 
PATIENT RELATIONSHIP. By Richard H. 
Blum, Ph.D., Foreword by Joseph Sadusk, M.D. 
and Rollen Waterson. Pp. 304. Price $8.50. The 
Blakiston Division McGraw-Hill Book Co. Inc., 
New York, 1960. 

MEDICAL RESEARCH AND THE DEATH PEN- 
ALTY; A Dialogue. By Jack Kevorkian, M.D. 
Pp. 75. Price $2.50. Vantage Press, New York, 
1960. 


‘ 


SURGICAL ERRORS AND SAFEGUARDS. Fifth 
Edition. By Max Thorek, M.D., LL.D., SCD. 
F.L.CS., F.B.C.S., F.P.C.S. (Hon.) D.C.M., F.R.S.M., 
Professor of Surgery, Cook County Graduate 
School of Medicine; Surgeon-in-Chief, American 
Hospital of Chicago, Founder and Secretary Gen- 
eral of the International College of Surgeons; and 
23 contributors. Pp. 652 with 455 Illustrations. Price 
$25.00. J. B. Lippincott Company, Philadelphia, 
1960, 
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ST R 


Strain is a necessary component of man’s efforts to move his external 
environment, but all too often brings on extreme pain and trauma when hard 
stools are moved after repair of rectal disorders. Metamucil adds soft, bland 
bulk to the bowel contents to stimulate normal peristalsis and also hold 
water within stools to keep them soft and easy to pass. Thus Metamucil, 
with an adequate water intake, is of great help in minimizing painful trauma 
to postsurgical rectal tissue. Metamucil promotes regularity through 
“‘smoothage” in all types of constipation. 


® 
Mi / brand of psyllium hydrophilic mucilloid Jy ‘ 


Available as regular Metamucil or as the new lemon-flavored Instant Mix Metamucil 








SEARLE 
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THIRTY-SIX, ALAMEDA COUNTY. 
CALIFORNIA 
President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland. 
Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 

President: Bernice Sachs, M.D., 200 15th Ave. North, 
Seattle. 

Secretary: Evelyn Harris, M.D., 200 15th Ave. North, 
Seattle. 


THIRTY-EIGHT. LONG BEACH, CALIFORNIA 

President: Phyllis Walker, M.D., 1703 Termino Ave., 
Long Beach. 

Secretary: Geraldine Stramski, M.D., 1777 Bellflower 
Blvd., Long Beach. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 

President: Bertha Offenbach, M.D., 51 Homer St., 
Newton Center, Mass. 

Secretary: Esther Silveus, M.D., 63 Bay State Rd., 
Boston. 

Membership Chairman: Margaret Magruder, M.D., 
119 Gerry Road, Chestnut Hill, Mass. 


FORTY, DALLAS, TEXAS 


President: Harriet Nora Rogers, M.D., Courthouse. 
Dallas. 


Secretary: Mary Agnes Hopkins, M.D., 1035 Medic:! 
Arts Bldg., Dallas. 


FORTY-ONE, SOUTHEAST VIRGINIA 
President: Hertha Riese, M.D., Route 2, Box 39’, 
Glen Allen. 
Secretary: Maysville Owens Page, M.D., 2904 Rugby 
Rd., Richmond. 


FORTY-TWO, HOUSTON, TEXAS 
President: Marga Sinclair, M.D., 703 The Medical 
Towers, Houston 25. 
Secretary: Elizabeth Batmanis, M.D., 4010 Montrose 
Blvd., Houston 6. 


FORTY-THREE, THE ALAMO, 
SAN ANTONIO, TEXAS 

President: Normabelle H. Conroy, 519 Busby Drive, 
San Antonio. 

Secretary: Eva Foti, 547 Timberland Drive, San An- 
tonio. 

Membership Chairman: Pearl Zink, M.D., 615 Medi- 
cal Arts Bldg., San Antonio. 
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Erythropoietin—a significant 
discovery in clinical hematology 


A wealth of evidence now confirms the fact that red blood 
cell production is controlled by the hormone erythropoi- 
etin.!-3 Demonstrated in human plasma,’ erythropoietin 
has been shown to produce reticulocytosis,!:>*” increase 
utilization of the Fe5? isotope, and increase erythrocyte 
precursors in marrow cultures.3® 


. — > _—— : erythropoietin levels—new criteria in 
I RY t j R | Ol L } j diagnosis of anemia — Increased 
: erythropoietin blood levels can be 

. TY, 7 rq demonstrated in severe anemia and 

i ( } U N 1) 3 | ) following the start of accelerated for- 

mation. Soon thereafter, the effect 

‘ Wry of the higher levels appears as an in- 

q ¢ N H R 6 i) } , creased erythroid marrow activity.!° 

Since the hemopoietic marrow is Ca- 

R Ll I) ( N I f ; pable of producing more red cells than 

4 A 4 & 48 4 normally required, many anemias may 

be due to inadequate erythropoietin 


i i \ | AT i ( } | levels—a result of subnormal produc: 
s 4 A 


tion or excessive excretion. 


how does erythropoietin affect iron metabolism? Absorp- 
tion and utilization of iron are dependent upon the rate of 
bone marrow erythropoiesis which, in turn, is dependent 
upon erythropoietin levels.!!!2 Thus, the demand for iron 
created by accelerated erythropoiesis is satisfied by both 
increased gastrointestinal absorption and mobilization of 
storage iron. Inadequate erythropoietin levels would seem- 
ingly account for the frequently disappointing results with 
the use of iron alone in many of the anemias. 


can medication increase erythropoietin levels? Cobalt has 
been shown to be strikingly effective in increasing the 
production of erythropoietin.!3-14 Cobalt-enhanced eryth- 
ropoietin accelerates red cell production and improves 
iron utilization with a subsequent increase in hemoglobin 
and erythrocytes. The new concepts of the cause, 
diagnosis, and management of anemia may now be applied 
Clinically on the sound basis of extensive studies published 
on RONCOVITE®—MF, the therapeutic cobalt-iron hematinic. 


(1) Gordon, A. S.: Physiol. Rev, 39:1, 1959. (2) Erslev, A. J.: J. Lab. & 
Clin. Med. 50:543, 1957. (3) Rosse, W. F., and Gurney, C. W.: J. Lab. & 
Clin. Med. 53:446, 1959. (4) Gurney, C. W.; Goldwasser, E., and Pan, C.: 
J. Lab. & Clin. Med. 50:534, 1957. (5) Rambach, W. A.; Alt, H. F., and 
Cooper, J. A. D.: Blood 12:1101, 1957. (6) Gordon, A. S., et al.: Proc. Soc. 
Exp. Biol. & Med. 92:598, 1956. (7) Erslev, A. J.: Blood 10:954, 1955. 
(8) Goldwasser, E.; Jacobson, L. 0.; Fried, W., and Plzak, L. F.: Blood 13:55, 
1958. (9) Stohiman, F., Jr., and Brecher, G.: Proc. Soc. Exp. Biol. & Med. 
100:40, 1959. (10) Kraus, L. M., and Kraus, A, P.: Fed. Proc. 18:1051, 
1959. (11) Bothwell, T. H.; Pirzio-Biroli, G., and Finch, C. A.: J. Lab. & 
Clin. Med. 51:24, 1958. (12) Beutler, E., and Buttenwieser, E.: J. Lab. 
& Clin. Med. 55:274, 1960. (13) Goldwasser, E.; Jacobson, L. 0.; Fried, W., 
and Pizak, L.: Science 125:1085, 1957. (14) Murdock, H. R., Jr., and 
Klotz, L. J.: J. Am. Pharm. A. (Scient. Ed.) 48:143, 1959. 


For a complete background file on erythropoietin, please 
v-00361-8 104-k write to the Medical Service Department of: 





L LLOYD BROTHERS, INC. 


Cincinnati, Ohio 
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is pharmaceutical 


advertising 
really 


“advertising”? 





of course it is, though some have called it 


“education” .. . not really “advertising.” 


Of course it’s “advertising”... a frankly competitive activity of the Ameri- 
can private enterprise system to which this industry belongs. Of course it’s 
“advertising”. . .created in the hope of getting the physician to note and read; 
of persuading him, by setting forth proven indications and advantages, to 
learn about a drug; and of thereby helping him alleviate suffering or cure dis- 
ease by prescribing it. 


“Advertising”? Surely! BUT indisputably different from any other adver- 
tising in the world (which is just what has led people to devise various dif- 
ferent names for it). For in its proper role it communicates the vital information 
. .. good, bad, and indifferent .. . and it keeps the physician abreast of each 
useful new clinical application and each new danger revealed during increas- 
ing use of the drug. 


There’s been a lot of talk about “over-advertising’”, and there may have been 
occasional excesses. But consider the potential dangers, in this era of astonishing 
new drugs, of “under-advertising”. . . in view of the complexity of modern drug 
therapy; the lag of 6 to more than 18 months before the appearance of defini- 
tive medical articles on new drugs; and the fact that there is no other source of 
such comprehensive information about a new agent as the company that ran it 
through the crucial gauntlet of animal pharmacology and clinical investigation. 

This message is brought to you on behalf of the producers of prescription drugs. 


For additional information, please write Pharmaceutical Manufacturers Associa- 
tion, 1411 K Street, N.W., Washington 5, D.C. 
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Secretary: Dorothy E. Holtgrave, M.D., 2604 S. Fourth 
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Secretary: Garland Johnson, M.D., 401 S.E. 25th Ave., 
Apt. 402, Fort Lauderdale. 


FIFTY-ONE, AUGUSTA, GEORGIA 
President: B. Shannon Gallaher, M.D., 1445 Harper 
St., Augusta. 
Secretary: Blanche Coleman, M.D., 707 Maxwell 
House Apts., Augusta. 


FIFTY-THREE, WESTERN VIRGINIA 
President: Catherine W. R. Smith, M.D., Box 308, 
Abingdon. 
Secretary: Rose Marie Morecock, M.D., 2729 North- 
view Drive, Roanoke. 


FIFTY-FOUR, ALASKA 
President: Gloria K. Park, M.D., 2502 E. 20th, An- 
chorage. 
Secretary: Yurn Ock Dunn, M.D., 1221 15th Ave., 
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Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, N.Y. 





American Medical Women's Association, Inc. 


MEMBERSHIP IS EVERYBODY’S BUSINESS 


The purposes of the AMWA are: to further the art and science,of medicine; to promote interests common to 
women physicians and the public; to aid and encourage premedical, medical, and postgraduate medical stu- 
dents; to foster medical relief projects; and to co-operate with other organizations having comparable interests. 


I, as a member of the American Medical Women’s Association, hereby pledge to personally en- 


roll one new member of the Association during 1961, as part of the national goal of at least 
RU Me avasrlonlocmel mace olomarts 


MEMBERSHIP IS MY BUSINESS 





\lember of Branch No. 
Member at Large 


Address 
Fill out and ‘return to: AMWA, 1790 Broadway—Room 315, New York City 19 











the urethra in postmenopausal urethritis: 
like “an electric wire with its insulation 


nearly worn off” FURESTROI 


= restores urethral “insulation” = prevents bacterial insult = relieves symptoms Suppositories 


= estrogenic = antibacterial = anesthetic = gently dilating 
In more than 3000 patients, “over 90% have been relieved following treatment”* 


Each FurEstrou Suppository contains diethylstilbestrol 0.0077% (0.1 mg.), Furacin® 
(nitrofurazone) 0.2%, and diperodon HCl 2% in a water-dispersible base of glyceryl 
monolaurate and sorethytan (4) monostearate (Tween 61). 

Dosage: One Suppository morning and night for at-least 1 week or until symptoms dis- 
appear; this may require 2 weeks of therapy. 

Supplied: Box of 12, each 1.3 Gm. Furestrot Suppository hermetically sealed in orchid foil. 
*Youngblood, V.H.; Tomlin, E.M., and Williams, J.0.: Gynaecologia (Supp.) 149:76 (Part 3) 1960. 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK \~7 











phenyramido! HCl 


relarsi(s).<|a 


relieves the total pain experience 





In relief of pain associated with dysmenorrhea, premenstrual ten- 
sion headache and postpartum pain, “an effective, convenient 
agent ... not limited by the precautions necessary 
when administering narcotics.” 


Excellent 56 74.66% Excellent 35 70% 


Excellent Excellent 








Poor 10 
“Poor 10" 13.33% 20% a 
Severe Dysmenorrhea' Premenstrual Tension Postpartum Pain‘ 
75 patients placed Headache! 100 patients placed on 100 patients placed on 
on Analexin 50 patients placed a combination of Analexin, codeine sulfate, 32.5 mg., 
200 mg. tablets. on Analexin 200 mg., and aspirin, 325 mg. and aspirin, 650 mg. 
*5d trated pelvic pathology 200 mg. tablets. 


Analexin® for relief of pain. Each tablet contains phenyramidol HCI, 200 mg. 


DOSAGE: Generally, 1 or 2 tablets every 4 hours. For Dysmenorrhea—2 tablets at onset 
of pain, then 1 tablet every 2 to 4 hours. 


Analexin-AF® for relief of postpartum pain or pain conditions complicated by inflamma- 
tion and/or fever. 


Each tablet contains phenyramidol HCI, 100 mg.; and aluminum aspirin, 300 mg. 
DOSAGE: 2 tablets every 4 hours or as required. 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 
1. Wainer, A. S.: Clin. Med. 7:2331, 1960. 
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President: Betty Sue Ball, 7419 Illinois, Little Rock. 
Secretary-Treasurer: Pat Livingston, University of 
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Sponsor: Eva Dodge, M.D., University of Arkansas 
Medical Center, Little Rock. 
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President: Audrey Posey, 2561 N. MacGregor Way, 
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Sponsor: Elizabeth B. Brown, M.D., 1930 Chestniit 
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Sponsor: Miriam Luten, M.D., 308 Taylor St. Bldg., 
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#1520, Santurce. 
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St. Louts University ScHoot oF MeEpIciNe 
President: Marie R. Badaracco, St. Louis University 
School of Medicine, St. Louis 4. 
Sponsor: Joan Goebel, M.D., 5128 Jamieson Ave., St. 
Louis 9. 


GeorcGeE WASHINGTON UNIVERSITY 
President: Benne Bendler, 1610 16th St., N.W., Wash- 
ington, D.C. 
Secretary: Anita Iff, 4448 Manchester Lane, N.W., 
Washington, D.C, 
Sponsor: Elizabeth S. Kahler, M.D., 2600 36th St., 
N.W., Washington 7, D.C. 
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Whittaker Laboratories, Inc., Peekskill, N. 


skill, N.' 


she’s on TACE 


(chlorotrianisene ) 


“_..the most satisfactory drug 
for use at delivery in the sup- 
pression of lactation.” 

In over 3,000 patients studied,!-3 
only 3 cases of refilling were re- 
ported. 


Withdrawal bleeding rare,!-3 since 
TACE, stored in body fat, is released 
gradually, even after therapy is dis- 
continued. 

Dosage: 

4 capsules daily for 7 days. 
Supply: 

Capsules containing 12 mg. TACE. 
References: : 

1. Eichner, E., et al.: Obst. & Gynec. 
6:511, 1955. 2. Bennet, E.T. and Mc- 
Cann, E.C.: J. Maine M.A. 45:225, 1954. 


8. Nulsen, R.O., et al.: Am. J. Obst. & 
Gynec. 65:1048, 1953. 


Brochure with full product information 
available on request. 


THE WM. 8S. MERRELL COMPANY 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio * Weston, Ontario 


TRADEMARK: TACE®.. 












objective: 


fetus 





full term \ 








complication: 





abortion 





Here are four reasons why: 


* Provera is the only commercially—available 
oral progestational agent that will maintain 
pregnancy in critical tests in ovariectomized 


animals. 


+ No significant side effects have been encountered. 


¢ It is available for both oral and parenteral 
administration. 


+ Provera gives the economy of effective action 
from small doses. 


Brief Basic Information 


@ Oral Provera* 


me 1M. 
Depo-Provera 


























Description Upjohn brand of medroxy- Aqueous suspension, 
progesterone acetate. 50 mg Provera per 
cc., for intramuscu- 
lar injection only. 
indications Threatened and habitual Threatened and ha- 
abortion, infertility, sec- bitual abortion. 
ondary amenorrhea, func- 
tional uterine bleeding. 

Dosage 10 to 30 mg. daily until 50 mg. |. M. daily 
Threatened acute symptoms subside. while symptoms are 
abortion r=. followed by 

mg. weekly 
through ist trimes- 
ter, or until fetal 
viability is evident. 
Habitual 
abortion 
Ist trim. 10 mg. daily. 50 mg. |.M. weekly. 
2nd trim. 20 mg. daily. 100 mg. 1.M. q. 2 
wks. 
3rd trim. 40 = gon. through 100 mg. 1.M. q. 2 
8th m wks, Through 8th 
month. 
Supplied 2.5 mg. scored, pink tab- Sterile aqueous sus- 





mg. 
lets, bottles of 25; 10 
mg. scored, white tab- 
lets, Dotties of 25 and 
100. 


pension for intra- 
muscular use only. 
50 mg. per cc., in 
l ce. and 5 cc. vials. 





threatened 





indicated: 


Provera 


\ 


- 


i. 


f 





Precautions: Clinically, Provera is well tolerated. No significant un- 
toward effects have been reported. Animal studies show that 
Provera possesses adrenocorticoid-like activity. While such adreno- 
corticoid action has not been observed in human subjects, patients 
receiving large doses of Provera continuously for prolonged periods 
should be observed closely. Likewise, large doses of Provera have 
been found to produce some instances of female fetal masculiniza- 
tion in animals. Although this has not occurred in human beings, 
the possibility of such an effect, particularly with large doses over 
a long period of time, should be considered. 

Provera, administered alone or in combination with estrogens, 
should not be employed in patients with abnormal uterine eerie 
until a definite diagnosis has been established and the p 

of genital mali has been eliminat 











tEach cc. of Depo-Provera contains: Medroxyprogesterone acetate, 
50 mg.; Polyethylene glycol 4 8.8 mg.; Polysorbate 80, 
1.92 mg.; Sodium chloride, 8.65 mg.; Methylparaben, 1.73 mg.; 
Propyiparaben, 0.19 mg.; Water for injection, q.s. 


The Upjohn Company, Kalamazoo, Michigan 


TRADEMARK, REG. U.S. PAT. OFF *OTRADEMARK 

















Because it contains fibrinolysin— 
an active enzyme and not a pre- 
eursor'—ELASE quickly lyses fi- 
brinous materialin serum, clotted 
blood, and purulent exudates. It 
does not appreciably attack liv- 


tissue, nor does it have anirri- 
ing effect on granulation tissue 


ing 
tat 
in wounds.’” 
Asa 


i 


ment of infected wounds,” ELASE 
may be used to advantage in a va- 
riety of exudative lesions. Partic- 
ularly beneficial results’ have 
been achieved in vaginitis and 
cervicitis...cervical erosions... 
surgical wounds...burns...chron- 
ic skin ulcerations...infected 
wounds...fistulas...sinus tracts 


See medical brochure for details of - 


cs Dee ePececac or oe * 
eee SCCSSE@CS8. administration and dosage. 


PAC E INFORMATION: ELASE Ointment is supplied 
in J . and 30-Gm., tubes. Disposable vaginal applica- 
tor {pplicators) for instillation of ointment are avail- 
abl rately in packages of 6. ELASE is also supplied in 
rub iaphragm-capped vials of 30-cc. capacity (not for 
par il use) for reconstitution with 10 cc. of isotonic 
sod hloride solution. 

RE] ENCES: (1) Coon, W. W.; Wolfman, E. FE, Jr.; Foote, 
2. Hodgson, P- E.: Am. J. Surg. 98:4, 1959. (2) Fried- 
mai 1.; Little, W. A., & Sachtleben, M. R.: Am. J. Obst. 
& GC, . 79:474, 1960. (3) Margulis, R. R., & Brush, B. E.: 
Arcl re. 63:511, 1952. (4) Personal Communications 
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“...feasible 
and rational ad- 
junct to the treat- 








for 
enzymatic 
debridement 
in a 

variety 

of exudative 
lesions... 


FIBRINOLYSIN AND DESOXYRIBONUCLEASE, 
COMBINED, (BOVINE), PARKE-DAVIS ® 





FIBRINOLYSIN 
to provide active enzyme 
for lysis of fibrin 


+ 


DESOXY RIBONUCLEASE 
to lyse desoxyribonucleic 
acid in degenerating leukocytes 
and other nuclear debris 
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